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Effective control of seizures, social acceptance, 
and recognition of employment potential are 
providing new vistas for the majority of epileptic 
patients. Accurate diagnosis and adequate 
therapy, as in present-day management, can be 
expected more confidently than ever before to 
restore such patients to as full a life as 

is compatible with their condition. 
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can your diuretic 


upgrade” your 


heart patients? 


k NOW ewer restrictions of activity are the benefit of prolonged use of 
those diuretics effective over the entire range of cardiac failure. 
5 Ur The organomercurials—parenteral and oral—improve the 
d F U retic classification and prognosis of your decompensated patients. 
Diuretics of value only in milder grades of failure, or which 
must be given intermittently because of refractoriness or side 
effects, are incapable of “upgrading” the cardiac patient. 


-METHOXY-PROPYLUREA IN EACH TABLET) 


for ’...a new picture of the patient in congestive heart failure.”* 


replaces injections in 80% to 90% of patients 
*Leff, W., and Nussbaum, H. E.: J. M. Soc. New Jersey 50:149, 1953. 


a standard for initial control of severe failure 
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Peck i in the Human Dietary 


Pork may be looked upon as an im- 
portant factor in America’s general 
health and well-being. The average in- 
take of pork in America is about 46 
pounds of lean pork and 20 pounds of 
bacon and salt pork per person each 
year.' But America’s demand for pork 
goes further than taste appeal and 
deeper than mere statistics. Pork makes 
a valuable contribution to day-in-and- 
day-out nutrition. 

Pork rates among the foremost sources 
of thiamine. As a source of all other B 
vitamins and many essential minerals, 
such as iron and phosphorus, pork meat 
is considered an important dietary con- 
stituent. 

Lean pork is virtually completely di- 
gestible. Its protein serves to promote 
growth and aid in the maintenance of 
tissue cells. Like all high quality pro- 
tein, that of pork aids in the elaboration 
of protein hormones, enzymes, and anti- 


Pork constitutes a valuable part of the 
daily diet (Table I), and also contrib- 
utes importantly to the nutrition of the 
pregnant woman (Table IT). 

Pork and pork products have won 
America’s favor by their unique com- 
bination of economy, palatability, and 
nutritional value. 
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Washington, D.C., United States Department of Agri- 
culture, Bureau of Agricultural Economics, Agricultural 
Handbook No. 62, September, 1953. 
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Company, 1948, p. 155. 

8. Recommended Dietary Allowances, Washington, D.C., 
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bodies. cil, Publication 302, 1953. 
Cooked Pork Chops, Ham, and Pork Sausage 
Nutrients and Calories Provided by 3-Ounce Portions 

Protein Thiamine Niacin Riboflavin ron Phosphorus 

TABLE | Gm. mg. mg. mg. mg. mg. Calories 
Pork Chops, without bone, cooked, 3 02.2 20 0.71 43 0.20 2.6 200 284 
Ham, without bone, cooked, 3 oz.? 20 0.45 4.0 0.20 2.6 202 338 
Pork Sausage, cooked, 3 02.3 14 0.42 2.8 0.20 2.1 139 396 


3.5 ounces of fresh pork loin, equivalent to approximately 3 ounces of cooked loin, contains 0.47 mg. pantothenic acid ;* 0.10 mg. pyridoxine ;4 0.005 
mg. biotin ;5 36 mg. inositol ;4 0.08 mg. folic acid ;4 0.0027 mg. vitamin B12;6 63 mg. chlorine;” 0.1 mg. copper;” 20 mg. magnesium;? 280 mg. potas- 
sium;7 70 mg. sodium; and 0.01 mg. manganese.’ 


Nutrients and Calories of Cooked Pork Chops (3 ounces) Expressed 


TABLE II as Percentages of Recommended Daily Dietary Allowances® 

Percentages of Allowances for: Protein Thiamine Niacin Riboflavin Iron’ Phosphorus Calories 
| 
Women, 25 years of age: weight, 31% 59% 36% 14% 22% 17% 12% 


121 |b.; height, 62 inches. 
Pregnant Women (3rd trimester) 


25% 471% 29% 10% 11% 13% 11% 


The nutritional statements made in this advertisement have been reviewed 

by the Council on Foods and Nutrition of the American Medical Associa- 

tion and found consistent with current authoritative medical opinion. 
American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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protect your penicillin therapy... 


To safeguard your patients add 1 cc. of CHLOR- 
TRIMETON Injection 100 mg./cc. to each 10 ce. vial 
of aqueous penicillin. 


Supplied: 2 cc. multiple-dose vial. For intramuscular 
and subcutaneous administration. 


CHLOR-TRIMETON® maleate, brand of chlorprophenpyri- 
damine maleate. 


CT-J-58 
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100 mg. /cc. 


Schering Corporation 
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Now the RALPH CLINIC 


Treating Alcohol and Drug Addiction 


In 1897 Benjamin Burroughs lateral medicine, treatment is markedly 


Ralph., M.D., developed methods of further improved. 


treating alcohol and narcotic addic- 


The Ralph Clinic provides per- 


tion that, by the standards of the time, 


sonalized care in a quiet, homelike 


were conspicuous for success. 


atmosphere. Dietetics, hydrotherapy 


Twenty-five years ago expe- and massage speed physical and emo- 


rience had bettered the methods. tional re-education. Cooperation with 


Today with the advantages of col- referring physicians. Write or phone. 


A Department of the 
Benjamin Burroughs 


Ralph Foundation for 
Medical Research 


RALPH CLINIC 


Formerly The Ralph Sanitarium 


Ralph Emerson Duncan, M.D., Medical Director. 
529 HIGHLAND AVENUE ® KANSAS CITY 6, MISSOURI 
Telephone Victor 3624 
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Ptizer-discovered tetracycline 


for its solubility and : stability. And, clinical trials have established 
that is an efficient antibiotic against 


Tetracyn is available in a variety of oral, 
parenteral and topical dosage forms for the 
treatment of a wide range of susceptible infections. 


antibiotic therapy are revealed by current reports on : 

Fetraevcline is notable ng broad-spectrum antibiotics 
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you can have Tobacco 


The VICEROY filter tip contains No wonder VICEROY gives you that 
20,000 tiny filters made exclusively fresh, clean, real tobacco taste you 
from pure, white cellulose. This is missin other filter brands. No wonder 
twice as many as the next two largest- so many doctors now smoke and 
selling filter brands. recommend King-Size VICEROYS. 


ONLY VICEROY GIVES YOU 


Tiny Filters- 


TWICE AS MANY AS THE 
NEXT TWO LARGEST-SELLING 
FILTER BRANDS... FOR 
REAL TOBACCO TASTE! 


Vic ter Tip 
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The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
15¢ Bottle of 24 tablets (2% grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 
of Sterling Drug Inc. 


1450 Broadway, New York 18, N.Y. 
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Provides complete control of digitalis dose 


Available in scored 
tablets of 0.05 mg. (orange), 
0.1 mg. (pink), 0.15 mg. 
(yellow), and 0.2 mg. 
(white); and in 
1-cc. and 10-cc. ampoules, 
0.2 mg. per cc. 


‘Crystodigin’ 


(CRYSTALLINE DIGITOXIN, LILLY) 


+e... permits accurate dosage titration 
to produce the maximum therapeutic effect 


Since initial digitalization and maintenance dosage must be 
carefully individualized, ‘Crystodigin’ fulfills the important re- 
quirements of a preferred digitalis. ‘Crystodigin’ is a crystalline- 
pure, uniformly potent single glycoside that is completely ab- 
sorbed in the gastro-intestinal tract. With ‘Crystodigin,’ the 
maximum therapeutic effect can be safely determined by dosage 
titration in increments as small as 0.025 mg. 


ELI LILLY AND COMPANY ¢- INDIANAPOLIS 6, INDIANA, U.S.A. 
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Asthma 


JOHN K. FULTON, M.D., Wichita 


Since the original publication by Anrep' in 1947 
on the pharmacologic properties of the alkaloid 
khellin (visammin), reports have been controversial 
concerning the use of this drug in angina pectoris 
and bronchial asthma. Under laboratory conditions it 
has both coronary vasodilator and bronchodilator 
properties. However, the drug often produces severe 
nausea when taken orally and is moderately cumula- 
tive in action. 

Initial results as reported by Major? were impres- 
sive in a series of 12 patients. Rosenman® studied 21 
patients, nine of whom showed prompt relief of 
asthma attacks after a single intramuscular injection 
of khellin. More impressive perhaps was the effect 
he observed in treating eight patients with chronic 
cor pulmonale, all of whom obtained a response 
described as ‘‘excellent.” In three of these, the clini- 
cal response was accompanied by rapid loss of edema, 
which previously had been refractory to digitalis and 
diuretics. 

Employing pulmonary function measurements, in- 
cluding maximum breathing capacity and vital ca- 
pacity measurements in asthmatic patients before and 
after oral and intramuscular administration of khel- 
lin, Snider* concluded that no significant broncho- 
dilator effect could be demonstrated; however, in 
three of seven patients treated by the oral route there 
was a 20 per cent improvement in maximum breath- 
ing capacity, a difference they did not feel to be sig- 
nificant. 

Silber® noted no benefit from intramuscular khellin 
in six patients with chronic pulmonary insufficiency 


without asthma. With oral khellin, which may have 


From the Department of Internal Medicine, Wichita 
Clinic, Wichita, Kansas. 


The Use of Khellin in Its Treatment 


a cumulative effect, he noted an increase in maximum 
breathing capacity without consistent change in oxy- 
gen uptake, oxygen removal, cardiac output, or pul- 
monary. arterial pressure. Cash and Zimmerman* 
were unable to demonstrate any change in pulmonary 
arterial pressure or cardiac output in five patients 
with pulmonary hypertension given intramuscular 
and oral khellin. 

Tuft? injected 50 to 100 mgs. of khellin intra- 
muscularly and reported appreciable degrees of bene- 
fit in 28 of 37 patients with chronic bronchial asthma 
who received more than one injection of crystalline 
khellin. Kenawy® noted complete relief of acute at- 
tacks in 102 of 138 patients and partial relief in 24 
following intramuscular khellin. 

It would seem from the foregoing controversial 
data that khellin lacks the reliability and freedom 
from toxic effects which would make it desirable in 
the routine treatment of bronchial asthma. The au- 
thor’s experience would tend to indicate that for the 
average case of bronchial asthma, ephedrine, amino- 
phylline, epinephrine, iodides, and isuprel are far 


SUMMARY 


Khellin (visammin) possesses distinct 
value in certain cases of bronchial asth- 
ma not responding to other forms of 
therapy. 

Response to this drug is unreliable 
and gastrointestinal side effects are com- 
mon. It is not recommended for routine 
treatment of chronic asthma. 

The suggestion is made that khellin 
acts through an unknown mechanism to 
relieve certain types of asthma. 
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more practical and dependable in the symptomatic 
treatment of asthma. In the usual severe case, corti- 
sone and its analogues are entirely adequate within 
safe dosage ranges for prolonged administration. 

There remains, however, a small but troublesome 
group who do not get complete or adequate relief 
from cortisone in dosages considered safe or desira- 
ble for prolonged administration. There are a few 
patients who seem refractory to cortisone or cortico- 
tropin in any dosage, particularly those with long- 
standing asthma and associated emphysema. The 
cases presented below were selected because these pa- 
tients were not amenable to any other known type of 
therapy and appeared to be examples of the employ- 
ment of khellin where it was not only useful but 
actually essential to the favorable outcome. These case 
studies were not “‘controlled’’ except that in each case 
failure of previous treatment led to a successful trial 
with khellin and reluctance on the part of the pa- 
tient to discontinue its use. 


CASE I 


A 51-year-old white male had begun to have 
chronic cough during adolescence which developed 
into distinct asthma at the age of 41. This was com- 
plicated by suppurative bronchitis and the develop- 
ment of severe pulmonary emphysema. Scratch tests 
performed in 1952 were entirely negative. At about 
that time he first developed signs of cor pulmonale 
with hepatomegaly, ankle edema, moist pulmonary 
rales, marked cyanosis, and secondary polycythemia. 
The hematocrit was 62 per cent. 

Response to repeated intravenous infusions of 
ACTH and to oral cortisone was poor. The edema 
became progressive and extended to the waist line, 
associated with massive hydrops of the scrotum. The 
patient was extremely cyanotic, drowsy, and apparent- 
ly terminal. He was then given khellin in a dosage 
of 40 mg. orally four times daily. In three weeks a 
marked diuresis occurred with disappearance of most 
of the peripheral and pulmonary edema so that ambu- 
lation became possible. Improvement has been slowly 
progressive in the past two and one-half years, and 
the hematocrit is now 51. The patient is able to 
walk two city blocks without difficulty. There is no 
cyanosis. There is occasional slight wheezing which 
is relieved by isuprel inhalations. 

Summary: This patient had failed to respond to 
cortisone, aminophylline, intravenous ACTH, potas- 
sium iodide, and isuprel, as well as to a low sodium 
diet, digitalis, and mercurial diuretics. Relief was 
prompt and lasting with oral khellin in a dosage of 
40 mg. four times a day which he has continued for 
two and one-half years. 


CASE Il 


A 47-year-old man had onset of nasal polyposis at 
the age of 41 followed by cough, wheezing, and 


eventually attacks of severe intractable asthma which 
were not relieved by epinephrine. ACTH in an intra- 
muscular dosage of 20 mg. every six hours gave only 
partial relief. Attacks were consistently produced by 
the ingestion of aspirin. He was then given cortisone 
in a dosage of 200 mg. daily which was later reduced 
to 75 mg. He was unable to obtain complete relief 
with the latter dosage. 

After moving to Tennessee in 1951, he received 
desensitization treatments for six weeks for bacteria 
and dust without relief. He then visited an asthma 
clinic in Mississippi in October of 1952 and con- 
tinued its medication until January of 1953. During 
this period he also saw two different psychiatrists, 
received a course of roentgen therapy to the chest, 
and had six nasal polypectomies in the two-year in- 
terval. His longest period of relief without cortisone 
was two and one-half months. 

When he returned in 1954, he required frequent 
daily injections of epinephrine and had lost two 
good jobs because of his chronic illness. He was then 
given khellin in a total dosage of 240 mg. per day. 
He has now received this medication for one and 
one-half years. In addition, he takes 25 mg. of corti- 
sone two or three times daily. An attempt to reduce 
the dose of either khellin or of cortisone resulted in 
a slight increase of symptoms. He has lost no time 
from work in the past one and one-half years. Very 
small nasal polypi were present on his last examina- 
tion. 

Summary: An aspirin sensitive asthmatic, not con- 
trolled by 75 mg. of cortisone or by other specific 
or non-specific measures, was rendered essentially 
symptom-free by the combination of khellin and cor- 
tisone in moderate dosage. 


CASE Ill 


A 61-year-old white male had had asthma since 
World War I. He had had a period of partial relief 
for a few months following a visit to an asthma 
clinic in Mississippi. The asthma was non-seasonal 
and had not responded to desensitization therapy ad- 
ministered elsewhere. The asthma did not improve 
on an elimination diet, and relief had been only par- 
tial from Meticorten in a dosage of 10 mg. four times 
a day. He was given khellin in a dosage of 40 mg. 
four times a day and has continued it for a period of 
four months. He has had no attacks of asthma since 
beginning khellin therapy. He no longer uses either 
epinephrine or other symptomatic medications. 

Summary: A patient with moderate, chronic, bron- 
chial asthma was unrelieved by hyposensitization, 
food elimination, Gay treatment, and Meticorten. 
He obtained complete relief with oral khellin. alone. 


CASE IV 


A 48-year-old white male had had asthma for five 
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years at any time of the year. Attacks were not char- 
acterized by severe paroxysms, but he considered him- 
self mildly asthmatic at all times. Physical examina- 
tion on numerous occasions confirmed this impres- 
sion. Treatment with cortisone in a dosage of 25 mg. 
four times a day, ephedrine, iodine, aminophylline, 
and intramuscular ACTH did not relieve his attacks. 
He was then given khellin in a dosage of 40 mg. 
four times a day, which he has continued to take for 
the past four months. 

Summary: Mild chronic, intrinsic, bronchial asth- 
ma was umrelieved by cortisone, ephedrine, and 
iodine. Complete relief occurred with khellin alone. 


CASE V 


A 49-year-old white male began to have asthma at 
age 43. He had been unrelieved by iodine, ephedrine, 
and mold desensitization. Relief was definite with 
khellin for a period of one and one-half years. There 
was then a gradual return of asthma which responded 
promptly to cortisone in a dosage of 75 mg. per day, 
but returned on a dosage of 50 mg. daily. He then 
consented to take both khellin and cortisone in 
dosages of 160 mgs. and 50 mgs. per day, respective- 
ly. On this regimen, he has been essentially free of 
asthma for eight months. 

Summary: Mild, recurrent asthmatic attacks were 
controlled on combined khellin and cortisone thera- 
py. The use of khellin permitted a reduction in cor- 
tisone dosage. 

CASE VI 


A 29-year-old white male had had asthma for one 
year. Attacks were possibly precipitated by aspirin 
but were non-seasonal and often severe. Scratch and 
intradermal skin tests to foods and inhalants were not 
informative. He obtained moderate improvement 
with potassium iodide, but he had nightly attacks of 
asthma requiring epinephrine. He was then given 
khellin in a dosage of 40 mg. four times a day. Re- 
lief was prompt and has lasted 18 months. 


Summary: A patient with bronchial asthma and 
possible aspirin sensitivity had sustained relief with 
khellin alone. 

COMMENT 


Several tentative impressions were formed from 
the results in these cases and.in others where the 
drug was used but seemed to make no useful contri- 
bution to therapy. The drug seemed most valuable 
in patients with longstanding, chronic disease, was in 
all of the most strikingly successful cases employed 
in the male sex, and was beneficial in cases common- 
ly considered to be of the intrinsic type. Five of the 
six benefited patients were past 40, and most of these 
had noted onset of asthma after the age of 40. Ob- 
viously this series is too small to justify definite con- 
clusions. These cases are presented as a suggestion 
of the probable sphere of usefulness of this drug in 
other cases. 

The irregularity of clinical response to khellin 
suggests that its mechanism of action may be other 
than that of a simple bronchodilator. It has been use- 
ful where conventional bronchodilators and anti- 
inflammatory agents, such as cortisone, have been in- 
effective. This suggests that khellin acts by a differ- 
ent mechanism to relieve asthma. 
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The Telephone Electrocardiograph 


The Practical Application of an Ingenious Device 


GEORGE W. JACKSON, M.D., Topeka, C. F. TAYLOR, M.D., 


Norton, and J. L. MORGAN, M.D., Emporia 


The transmission of electrocardiograms over stand- 
ard telephone wires has been widely described by the 
lay press as an eye catching and interesting develop- 
ment in the field of medicine. We would like to re- 
port our application of this principle as a practical 
and valuable time saving device connecting the Kan- 
sas State Tuberculosis Sanatorium in Norton with 
its consultant in cardiology in Emporia, 307 road 
miles east of the sanatorium. 

The idea of sending electrocardiograms over tele- 
phone wires is not a new one. It has recently been 
recalled that William Einthoven used this method 
some 50 years ago to transmit electrocardiograms 
from in-patients in the hospital to his non-portable 
string galvanometer in the laboratory building lo- 
cated some distance from the hospital.* Einthoven 
called his remotely obtained tracings ‘“‘telecardio- 
grams.” The presently used device has been termed 
the 

The practicality of sending electrocardiograms in- 
stantaneously from the bedside via telephone wires 
to a distant consultant was established in this country 
by Dimond at the University of Kansas':* *»* and 
Rahm and associates at the University of Nebraska 
in 1952.%:° They incorporated the use of a small 
preamplifier which is connected to the patient and 
converts the electrocardiographic voltages into a fre- 
quency modulated signal. This is transmitted over the 
telephone lines and is demodulated at the receiving 
end where it can be recorded on tape, viewed on the 
cathode ray screen, or recorded on any standard elec- 
trocardiograph. 

The applicability of this system is not confined to 
the transmission of electrocardiograms alone, since 
electroencephalograms can be similarly sent.’ The 
frequency modulation feature has been carried a step 
beyond the telephone limitations and has even been 
adapted to the wireless transmission of electrocardio- 
grams from an airplane to the ground’—though this 
obviously seems to be of experimental interest. 

In October, 1952, we began investigating the 
feasibility of a Tele-EKG system for the Kansas 


Dr. Jackson is Director of Institutional Management, Kan- 
sas State Department of Social Welfare; Dr. Taylor is super- 
intendent of the Kansas State Tuberculosis Sanatoria; Dr. 
Morgan is consultant in cardiology, Kansas State Tubercu- 
losis Sanatoria. 
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State Tuberculosis Sanatorium. This institution, lo- 
cated at Norton, a town of 3,000 inhabitants, has 
500 beds which are occupied in their entirety much 
of the time. The problem of adequately staffing the 
sanatorium with physicians is no different from that 
problem in all similar institutions, in that there is a 
rather frequent turnover of at least half of the staff 
physicians. From time to time able cardiologists have 
been on location at the sanatorium; however, there 
were gaps in the continuity of this coverage, so a 
consultant was appointed several years ago to insure 
a long time follow-up of the cardiac problems. 

As ‘a part of this service, electrocardiograms were 
sent by mail to Emporia, taking a minimum of four 
days #n the mail for the round trip. Many of these 
were not of an emergency nature, but a sufficient 
number were of immediate interest to prompt the 
time saving consideration of the Tele-EKG. Finally, 
on February 8, 1954, the Southwestern Bell Tele- 
phone Company gave approval for the use of their 
lines for our transmission circuit, and on April 15, 


SUMMARY 


The telephone electrocardiograph has 
been an accurate and practical diagnos- 
tic device as used between the State Tu- 
berculosis Sanatorium at Norton, Kan- 
sas, and Emporia, Kansas, over a period 
of a year and a half. 


Figure 1. The sending unit of the telephone electro- 
cardiograph. 
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Figure 2. The receiving unit of the telephone elec- 
trocardiograph. 


1954, we installed the first Tele-EKG made commer- 
cially following the design of Doctor Dimond’s ex- 
perimental apparatus. * 

The actual operation of the apparatus is easily mas- 
tered. One technician from the sanatorium and one 
from Emporia were instructed in one day's time to 
respectively send and receive the Tele-EKG (See 
Figures 1 and 2). The expense of operating the 
Tele-EKG, once installed, is reasonable. The tele- 
phone rates are standard for station to station calls. 
For the Norton-Emporia connection, which covers 
229 air miles which is the way telephone mileage is 
calculated, the rate is a dollar for the first three min- 
utes and thirty cents for each succeeding minute un- 
til 16 minutes, after which time the rate is even less. 
It takes about three minutes per tracing, so this is 
approximately $1.00 per patient tracing. 

Since April, 1954, we have transmitted electro- 


* Made by Johnnie Walker Surgical Service Company, 
Kansas City, Missouri, and called the Tel-E-EKG. 
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cardiograms at least once weekly, and we have had 
no technical interference from the apparatus. The 
tracings recorded in Norton and those simultaneously 
recorded in Emporia have been uniformly identical, 
as illustrated in Figure 3. 

The initial patients were studied in consecutive 
order to develop our technic, hence the diagnostic 
value of many of these early tracings was not of great 
immediate value. After the first month of operation, 
we limited our choice of patients to the following 
categories, a plan which we still follow: 

1. Recent arrhythmias. 

2. Chest pain suggesting heart disease. 

3. Preoperative appraisal for emergency surgery. 

4. Questions of electrolyte metabolism, particular- 
ly involving potassium levels. ‘ 

We have a scheduled time of day (11:00 A.M.) 
to transmit though we can send and receive tracings 
at any time. If the consultant is out of the office when 
a tracing is received by the technician, he can be 
located and telephone the interpretation back to the 
sanatorium usually well within the hour. 

There are some obvious limitations to this long 
distance type of consultation which we realized at 
the outset, and as we have gained experience we 
have learned some unanticipated lessons. Many times 
it would have been of great value to have previous 
tracings available for comparison, though our in- 
genious friends in the electronics field had already 
anticipated this. They state that electrocardiograms 
can be transcribed on steel tape and ‘‘played back” A 
over the telephone whenever we A present 
disadvantage is that a patient must be moved from 
his home or hospital room to the telephone where 
the Tele-EKG has been “coupled in.” In time it may 
be that a practical means of “plugging in” to stand- 
ard telephone equipment may be feasible. 
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Figure 3. Comparison of the sending and receiving electrocardiogram. At left, sending; at right, receiving. 
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When several patients were studied in the course 
of one session, much valuable telephone time was 
initially lost in changing electrodes. We have since 
acquired another set of patient electrodes, and now 
one patient is being made ready while another is still 
connected to the sending apparatus. It is occasionally 
a problem to scan a complicated tracing quickly and 
report the diagnosis to the medical secretary on the 
sending end of the line. However, a review of our 
first 100 cases shows that errors picked up in a later 
deliberate study were of a minor nature. A cathode 
ray tube has been suggested as a guide in this scan- 
ning procedure® though we feel we can do as well 
with the direct writing tracings we now have. 
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Intracranial Tumors 


F. F. WAGNER, M.D., Topeka 


Oddly enough, it is still a common belief among 
medical men that intracranial tumors belong in the 
category of rare and hopeless diseases. However, in 
modern neurology such tumors are regarded as both 
frequent and treatable. During the last 20 years the 
mortality rate from early surgery of these lesions has 
improved dramatically, even though about 50 per 
cent of the tumors treated by surgery are found to 
be malignant, either because of their nature or their 
localization. This is not discouraging to the neuro- 
surgeon, however, as he can seldom be certain of 
the accuracy of his pre-operative diagnosis. 

The importance of early diagnosis is obvious in 
view of the fact that growth of the tumor often causes 
irreversible damage. The classical triad of symptoms, 
headache, vomiting, and choked discs, is of limited 
value in diagnosis since it points to increased intra- 
cranial pressure rather than to tumor per se. Those 
symptoms usually indicate a history of longstanding 
growth or acute circulatory disturbance, either of 
which is a serious condition. Absence of the symp- 


Presented before a group of Topeka psychiatrists in 
1952 from clinical material first reported by the author in 
Nordisk Medicin, published in Denmark. Dr. Wagner is 
now en route to Copenhagen, Denmark, where he will be a 
member of the staff of the Department of Psychiatry, 
Bispebjerg Hospital. 


As Encountered in a Psychiatric Clinic 


toms, on the other hand, does not exclude the possi- 
bility of intracranial tumor. 

One is tempted to employ the generalization that 
early symptoms should be searched out. Unfortu- 
nately, general rules are of little value since symp- 
tomatology varies widely with the age, nature, and 
localization of the tumor. 

Grinker' believes that “the only true symptom of 
an intracranial tumor is the gradual, progressive loss 
of neurological function.” It is true, however, that 


SUMMARY 

A survey of patients admitted to a 
psychiatric service in a municipal hos- 
pital showed that unsuspected intracra- 
nial tumors were found in a small num- 
ber. Most of the tumors were of con- 
siderable size, and neurological signs 
were frequently demonstrable. The most 
frequent differential diagnostic prob- 
lems arose in connection with other 
types of organic brain diseases such as 
arteriosclerosis, brain atrophy, and cer- 
ebral vacular accident. The possibility of 
intracranial tumor should always be 
kept in mind in psychiatric patients. 
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progressive functional loss occurs in a wide variety of 
neurological diseases and that tumors not infrequent- 
ly give rise to acute or episodic incidents. Acute 
bleeding into a tumor may be confused with hyper- 
tensive encephalopathy, arteriosclerosis, and cerebral 
thrombosis. There may be an acute or subacute onset 
of symptoms following skull trauma which may be 
indistinguishable from that of subdural hematoma. 
Traumatic incidents are often noted in the clinical 
history of patients whose vision or coordination is 
impaired. 

To make diagnosis more difficult, the optimum time 
for the appearance of tumors coincides nicely with 
the onset of many degenerative diseases. The un- 
happy clinician is therefore faced with the touchy 
and subtle problem of distinguishing arteriosclerosis, 
thrombosis, and so forth from neoplasm. Even the 
trained clinician may therefore find it difficult to 
decide how far to carry out his examination, espe- 
cially with respect to air study. 

While mental symptoms like drowsiness, stupor, 
or even coma may indicate severely increased intra- 
cranial tension, other symptoms such as intellectual 
impairment or gradual character change may be the 
initial findings long before the onset of any neuro- 
logical signs. Frontal lobe tumors are especially ca- 
pricious in that respect. The insidious onset of dis- 
interest in environment, carelessness in personal ap- 
pearance, blunting of emotional response, and di- 
minishing attention span may remain unrecognized 
by close relatives for a long period of time. In later 
stages the extremely careless, incontinent, and untidy 
patient may be mistaken by the physician for a se- 
verely regressed schizophrenic. Psychological tests 
usually point to organic brain damage, but give no 
information about pathology, and seldom indicate 
localization unless the aphasic zone is involved. 

The following material on intracranial tumors in 
a psychiatric hospital in Denmark with respect to 
type, localization, and symptomatology will compare 
the diagnoses made by the referring physician with 
those of the hospital staff and the pathologist. It 
should be remembered that statistics arising from a 
psychiatric hospital may not be comparable to those 
originating in other types of hospitals. 

This review concerns patients in a 120-bed acute 
psychiatric admission unit in one of the municipal 
hospitals in Copenhagen.* It covers 12 years between 
1939 and 1950, during which period 31,348 patients 
were admitted, an average of 2,612 patients per year. 
The diagnosis of brain tumor was established in only 
49 cases, 18 men and 31 women, 0.15 per cent of the 
total admission. It is difficult to decide whether this 
low figure is due to lack of diagnostic skill on the 
part of the hospital staff or to the fact that most pa- 
tients with brain tumors were admitted directly to 


TABLE I 


Front. Temp. Par. Hem. Bas. Mult. Total 


Meningioma 7 3 1 0 2 0 13 
Glioma 6 3 9 2 0 28 
Metastases 3 0 0 0 0 5 8 

Total 18 9 4 9 4 5 49 


neurosurgical wards. However, we omitted from the 
study patients who were reoperated upon, those who 
were readmitted, and those who had recently been 
operated on and transferred to the unit for psychiatric 
reasons. 

Table I shows distribution of the tumors as to 
type and localization. Gliomas represent about one- 
half of the cases, 28 out of 49, which is in accord- 
ance with general experience. Meningiomas, how- 
ever, were slightly more frequent than the usually 
estimated 15 to 20 per cent, appearing in one-fourth 
of the cases. Most remarkable is the fact that one- 
third of all the tumors were localized in the frontal 
lobe, in contrast to the usually quoted 16 to 25 per 
cent. Eight of those 18 patients presented a typical 
lobotomy-like clinical picture. Only one was de- 
scribed as euphoric. 

Among adults, intracranial tumors occur most fre- 
quently during the fourth to fifth decade of life. 
Table II shows that this study concerned a different 
age distribution, the maximum being in the fifth to 
the sixth decade. This holds true for meningiomas 
and gliomas as well as for metastases. Since one- 
fourth of the tumors occurred in the seventh decade, 
the differential diagnosis of organic brain disease in 
elderly people was a real problem. 

Listing the symptoms the patients showed at the 


TABLE II 
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time of admission would not indicate the specific 
diagnostic problems, but a survey of psychic and 
neurological symptoms will give an over-all impres- 
sion as to their distribution. Four-fifths of the pa- 
tients showed intellectual impairment, three-fifths 
had developed marked emotional changes, and one- 
half revealed impairment of consciousness varying 
from drowsiness to stupor. Neurological symptoms 
such as aphasia, epileptic seizures, and choked discs 
appeared with approximately the same frequency, in 
one-third of the patients. Hallucinations were found 
in only two patients where tumor involved the tem- 
poral lobe. It is especially important that more than 
three-fourths of the patients disclosed other neuro- 
logical signs such as reflex abnormalities, paralysis 
of one of the extremities, or pathological changes in 
the spinal fluid. 

- Table III shows diagnoses by the referring physi- 
cian, the hospital staff, and the pathologist. This 
gives a gross orientation as to the group of diseases 
in which the referring physician placed the patient. 
The table shows that about three-fourths of the tu- 
mors, 37 out of 49, were diagnosed clinically. Ap- 
proximately half were verified at operation, the rest 
at autopsy. There were various reasons for the fact 
that not all patients with the diagnosis of intracranial 
tumor underwent surgery. Some were too old or in 
poor condition for surgery; a few died soon after 
admission. Autopsy examination of 20 of the 23 pa- 
tients in whom tumor was diagnosed disclosed that 
there were 12 glioblastomas, 3 astrocytomas, and 5 
metastases, mostly malignant tumors. 

The tumor was diagnosed clinically on all the 
patients referred with the diagnosis of epilepsy, but 
only three-fourths came to surgery. This diagnostic 
efficiency may be due to the fact that the onset of 
epileptic seizures in adult life always causes suspicion 
of intracranial tumor and calls for a careful neuro- 
logical examination and air study. 

Patients admitted with a diagnosis of “senile de- 
mentia’” constituted only a minor group numerically, 
but apparently diagnostic efficiency was especially low 


TABLE Ill 


Initial Diagnosis Staff Diagnosis Verified 
Org. 


Brain Dis. Brain Tumor Op. Autopsy Total 


Psychosis 8 11 10 9 19 
Senility 3 2 3 5 
i Wa 1 3 2 2 4 
Epilepsy 0 16 11 5 16 
Others 0 5 1 4 5 

Total 12 37 26°. 49 


in this instance. As expected, the most frequent 
error was the confusion of tumor with cerebral ar- 
teriosclerosis or cerebral vascular accident. 

An example is a 64-year-old woman who com- 
plained of gradual fatigue and drowsiness five weeks 
prior to admission. Two weeks before admission she 
developed speech difficulties and a severe memory 
defect. The examination on admission showed cloud- 
ing of consciousness, marked motoric aphasia, left 
central facial paralysis, and hyperactive muscle re- 
flexes on the same side. Fundi were normal. She 
died within a week, and autopsy showed a huge 
glioblastoma infiltrating most of the right hemi- 
sphere. 

The following case history illustrates that a slowly 
progressive deterioration may be caused by a benign 
tumor of considerable size. A 69-year-old woman 
with a six-year history of anosmia and a two-year 
history of short periods of excitement and confusion 
became stubborn, sullen, and incontinent during the 
two months before admission. The admitting diag- 
nosis was senility. She was a quiet, deteriorated pa- 
tient who was sent to a neurosurgical ward because 
of a generalized convulsion which left her with a 
permanent Babinski reflex. An air study showed de- 
pression of the left ventricle, and a midline menin- 
gioma the size of a tennis ball was removed from the 
olfactory groove. 

Presenile dementia may give rise to differential 
difficulties with brain atrophy. The following exam- 
ple shows the value of a thorough examination. A 
49-year-old previously healthy man was transferred 
from a medical ward with the diagnosis of Alz- 
heimer’s disease. Four months prior to admission he 
had suffered from diarrhea, followed by temporary 
clouding of consciousness. Examination showed a 
deteriorated, hypokinetic, emotionally flattened pa- 
tient with a left-sided Babinski reflex. Repeated 
pneumoencephalograms failed to show any filling 
of the ventricular system, a finding usually ascribed 
to technical error. On the chance that it might be 
caused by obstruction, however, the patient was 
transferred to a neurosurgical ward where a 130- 
gram meningioma arising from the anterior part of 
the superior longitudinal sinus was removed. 

The greatest diagnostic problem was in the group 
of patients with non-organic psychiatric difficulties. 
Fourteen of 19 were labeled as having psychotic or 
neurotic depression. Half of the tumors in this group 
were diagnosed clinically, and in the remainder the 
symptoms were attributed to organic brain disease, 
usually a cerebral vascular accident. 

This example of skull trauma is cited to show that 
misinterpretation may lead to an incorrect neuro- 
logical diagnosis. A 52-year-old previously healthy 
woman was admitted to the medical ward because of 
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a post-traumatic headache. She had had a head injury 
three weeks before admission, and four days after 
the injury she developed headache on the right side. 
After three weeks on the medical ward she was 
transferred to the psychiatric service with the above 
mentioned diagnosis and a suggestion that she might 
be malingering. Examination showed a drowsy pa- 
tient with a slight left-sided paralysis of the facial 
nerve and bilateral papilledema. A big glioblastoma 
was subsequently removed from the right temporal 
lobe. 

In some instances organic symptoms may be pre- 
ceded by a prolonged period of depression, likely to 
be accepted as such if precipitated by a psychic trau- 
ma, as in this example. A 51-year-old sensitive and 
melancholy woman continued to be severely de- 
pressed for five years following the death of her hus- 
band. Two months before admission she became 
apathetic and drowsy and mentioned several times 
that she thought she was going to die. On admission 
she presented the picture of a lobotomized patient, 
friendly, somewhat silly, indifferent, and having a 
short attention span. She soon became disoriented 
and hyperactive, voided in bed, and smeared herself 
with feces. Positive neurological findings were slight 
protrusion of the right eyeball and a bilateral Babin- 
ski sign. The neurosurgical diagnosis was frontal lobe 
tumor, and operation revealed a big anterior para- 
sagittal meningioma. 

Information about the pre-morbid personality is of 
importance in evaluating character changes caused by 
a developing tumor. An aggravation of a neurotic 
condition, during the menopause for instance, may be 
misleading if specific points in the clinical history 
do not lead one aright. 

A 48-year-old sensitive, exaggerating woman was 
admitted with the diagnosis of migraine and neu- 
rotic depression in the menopause. During the four 
months before admission she had suffered from 
paroxysmal left-sided headache, nausea, and vomit- 
ing. She had occasionally had difficulty in finding the 
correct words to express herself. She was described 


on admission as friendly, indifferent, and without re- 
markable depressive features. Neurological exam- 
ination was negative. During the next week she be- 
came apathetic, and during the second week she 
developed a slight amnestic aphasia, right-sided pa- 
talysis of the facial nerve, and hyperactive muscle 
reflexes on the same side. Since a tumor in the left 
frontotemporal region was suspected, she was trans- 
ferred to a neurosurgical service, and a meningioma 
the size of a baseball was removed from the left 
sylvian fissure, extending from the sphenoidal ridge. 
Deep-seated gliomas frequently give cause to an 
acute psychotic condition, often showing the first 
neurological symptoms in the terminal stage, as in 
the following instance. A 50-year-old previously 
healthy woman was admitted with the diagnosis of 
menopausal psychosis. Twelve days before she had 
been dismissed from surgical service where she had 
received treatment for a tibial ulcer. During her 
hospitalization she went through a short period of 
elation, but at the time of her discharge she was 
described as being in a normal mental condition. Im- 
mediately after leaving the hospital she became 
anxious, depressed, and sleepless, vomited, and com- 
plained about paresthesia in both hands. On admis- 
sion to the psychiatric service she was disoriented in 
all three areas, was aphasic, and talked all the time. 
During the following week she developed paralysis 
of the right arm, became incontinent and comatose, 
and died sudderily. Autopsy revealed a cystic astrocy- 
toma in the left parietal lobe, about the size of an 
orange and expanding into the lateral ventricle. 


Department of Psychiatry 
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traveling, if he has a critical mind. 


Imagination is potentially infinite. Though actually we are limited to the types of 
experience for which we possess organs, those organs are somewhat plastic. Opportunity 
will change their scope and even their center. . . . The precision and variety of alien 
things fascinate the traveler. He is aware that however much he may have seen, more 
and greater things remain to be explored, at least ideally, and he need never cease 


—George Santayana 
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The Breast 


A Review of Its Inflammatory Lesions and Tumors 


GARLAND O. WELLMAN, M.D., Texas City, Texas 


EMBRYOLOGY 


Mammary glands first appear during the sixth 
week of human development as an ectodermal thick- 
ening called the milk line. Human mammary glands 
subsequently develop from this thickening as down 
growths of solid cords, which have been called the 
primary milk ducts. These later branch in the corium, 
hollow out, and, at their ends, dilate into secretory 
acini. Where the “milk ducts’ open on the surface, 
the epidermis is elevated to form the nipple. 

The mammary glands are regarded by most au- 
thorities as modified sweat glands, because of their 
similar mode of development and structural arrange- 
ments. Rudimentary mammary glands (areolar glands 
of Montgomery), which also resemble sweat glands, 
occur in the area about the nipple. By the time of 
birth little more than the main ducts are present, 
with their terminal acini projecting down into sub- 
cutaneous tissue. These remain as such until puberty, 
when the areolar region becomes elevated and a rapid 
enlargement takes place through fat deposition about 
the glands. 

There will be more about this later when we dis- 
cuss malignant tumors of the breast. 


ANATOMY 


The glandular tissue forms 15 to 20 lobes arranged 
radially about the nipple, each lobe having its own 
individual excretory duct which has an ampullary 
enlargement just beneath the areola. The glandular 
tissue does not occupy the entire eminence called the 
breast ; a variable but considerable amount of adipose 
tissue fills out the stroma between and around the 
lobes. The connective tissue stroma in many places is 
concentrated into fibrous bands which course verti- 
cally through the substance of the breast, attaching 
the deep layer of the superficial fascia to the corium 
of the skin. These bands are known as the suspensory 
ligaments or Cooper's ligaments of the breast. 

Minute processes of glandular tissue may accom- 
pany these fibrous bands into the retro-mammary 
tissue and thence, via septa of the pectoral fascia, be- 
tween the bundles of fibers of the pectoralis major 
muscle. Malignant growth of the breasts may extend 
along these septa, a fact to be remembered in surgical 
removal of the breast. 

The entire breast is contained within the super- 
ficial fascia. The deep surface of the gland is sepa- 
rated from the underlying external investing layer 
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of deep fascia by a fascial cleft which allows con- 
siderable mobility. Each lobe of the breast consists of 
numerous lobules, connected by areolar tissue, blood 
vessels, and ducts. The lobules consist of a cluster of 
rounded alveoli which open into small lactiferous 
ducts. These ducts unite to form larger ducts and 
subsequently end in a single canal for each lobule. 
These ducts are void of muscle tissue but contain 
elastic fibers. They are lined with columnar epi- 
thelium, resting on a basement membrane. 

The arteries supplying the breasts are derived from 
three main sources. These are the intercostals, internal 
mammaries, and the axillary arteries with their tho- 
racic branches. The venous drainage system begins 
with an anastomotic circle around the base of the 


SUMMARY 


A review of the embryology and anat- 
omy of the breast and its various in- 
flammatory lesions and tumors. 


papillae of the ducts, beneath the areola. From this, 
large branches pass to the circumference of the gland 
and end in the axillary and internal mammary veins. 

The nerve supply is laterally from the lateral 
mammary rami of the anterior rami of the lateral cu- 
taneous branches of the fourth to the sixth inter- 
costal nerves and medially from the medial mammary 
rami of the anterior cutaneous branches of the second 
to the fifth intercostal nerves. In addition the skin 
receives branches from the supraclavicular nerves of 
the cervical plexus. Therefore, in painful affections 
of the breast, the pain may be referred to the side 
of the chest and back, along the intercostal nerve 
trunks, over the scapula, along the medial side of the 
arm, along the intercostal brachial nerve, or up into 
the neck. Sympathetic fibers reach the gland, but by 
what course is not yet clear. 

The lymphatics of the breast are numerous. There 
is a rich plexus in the skin of the areola and nipple 
which empties mainly into a subareolar plexus. Deep 
lymphatics arise in the spaces around the alveoli in 
all parts of the gland.. They anastomose freely with 
the cutaneous lymphatics, and most of them con- 
verge toward the nipple where they join the sub- 
areolar plexuses. 

From these the main lymphatics course outward 
along eight principal lymphatic pathways:' (1) 
axillary route, to anterior pectoral nodes (low), cen- 
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tral axillary nodes (mid), to subclavian nodes (high 
or apex); (2) internal mammary route along the 
internal mammary artery to mediastinal nodes; (3) 
paramammary route of Gerota, through the abdominal 
lymphatics to the subdiaphragmatic nodes; (4) 
Groszman’s path from lymphatics beneath the breast 
perforating the pectoral major muscle to Rotter’s 
nodes, thence to subclavian nodes; (5) cross mam- 
mary pathway via superficial lymphatics to the op- 
posite breast; (6) substernal pathway to the 
mediastinal nodes; (7) subclavian pathway direct to 
the subclavian nodes, and (8) lower superficial path- 
way to the lymphatics of the abdominal network. 


DIAGNOSIS 


With this knowledge of the development and 
anatomy of the breast, let us proceed further with 
the problem at hand, diagnosing an existing patho- 
logical condition of a breast. History, inspection, 
transillumination, palpation, roentgenograms, and 
biopsy of the lesion are all used to reach this end. 
However, microscopic study is the only reliable basis 
on which to establish the final diagnosis in mam- 
mary lesions. 

Clinically, if one takes into consideration the age 
of the patient, whether the lesion is single, multiple, 
or diffuse, the location of the lesion, its character- 
istics on palpation, the presence or absence of in- 
flammatory signs and evidence of injury, the number 
of possibilities to be considered in the differential 
diagnoses is definitely limited. 

Injury may be of significance in two mammary 
lesions: hematoma and traumatic fatty necrosis. In- 
jury of the nipple during nursing may be a factor in 
lactation mastitis. Inflammatory signs are present in 
acute and chronic lactation mastitis and in some cases 
of tuberculosis and syphilis of the breast. Such signs 
are found in cases of dilated ducts beneath the nipple 
with an associated plasma-cell mastitis. An erysipe- 
loid appearance of the skin is seen in cases of acute 
cancer, and reddening and edema with or without 
ulceration and infection are seen in the late stages of 
all forms of mammary cancer. 

The age of the patient is important in determining 
the physiologic state of the mammary gland. The 
decade between 15 and 25 years is the period of 
adolescence and early sexual maturity. This is the 
time of appearance for most cases of diffuse virginal 
hypertrophy and benign fibroadenoma. The decade 
between 30 and 40 years in nonparous women is the 
period of menstrual cycles, and it is at this time that 
the various forms of mammary dysplasia or cystic 
mastitis are found. 

In relation to childbearing, naturally, are found 
acute and chronic forms of lactation mastitis, 
galactorrhea, and galactocele, and the rapidly grow- 
ing fibroadenomas and cancers of pregnancy. 

At the time of the menopause large fibroadenomas 


or giant myxomas may appear, also dilated ducts be- 
neath the nipple with inspissated secretion, papillo- 
mas beneath the nipple associated with a sanguineous 
discharge, solitary cysts, and the various forms of 
mammary cancer. With advancing age, mammary 
carcinomas and fibrosarcomas of the breast are the 
predominant lesions. 

Most mammary lesions are solitary rather than 
multiple, and few are bilateral or diffuse. Mammary 
hypertrophy in the male and female is diffuse and 
often bilateral. Among the types of mammary dys- 
plasia or cystic mastitis, adenosis is most often a mul- 
tiple and bilateral condition. Cystic disease is multi- 
ple and bilateral in some instances, and small intra- 
cystic papillomas may occur in multiple form and may 
be bilateral. Dilated ducts with inspissated secretion 
are often multiple and may be bilateral. Recurrent 
mammary cancer may give rise to multiple nodules 
(so-called carcinoma en cuirasse). Large fibroadeno- 
mas during adolescence, giant myxomas, and large 
mammary cancers and sarcomas may occupy the entire 
breast and give the impression of a diffuse lesion. 

Most mammary lesions are found in the glandular 
tissue in any of the various portions of the breast. A 
few have a characteristic location beneath the nipple. 
Such lesions are papillomas in the larger ducts, 
dilated ducts beneath the nipple, Paget’s cancer of 
the nipple, and some forms of papillary cancer and 
duct cancer. 

The most important data from the standpoint of 
clinical diagnosis are those obtained by palpation. 
Whether the lesion is soft or circumscribed, firm or 
infiltrating, is important. Cysts, benign papillomas, 
dilated ducts, and the papillary and mucoid forms 
of mammary cancer may be soft or circumscribed on 
palpation. The same is true of mammary abscesses, 
galactoceles, lipomas, and the rare angiomas. The 
tender tissue in mastodynia, benign fibroadenomas, 
and nonsuppurating mastitis is firm but not infil- 
trating. The common forms of mammary cancer are 
hard, infiltrating lesions. This. is also true of fat ne- 
crosis and most forms of sarcoma. 

Geschickter,? in his book Diseases of the Breast, 
gives a list of 12 ‘don'ts’ which I think is worth 
repeating. 

1. Do not overlook early pregnancy in taking 
menstrual and marital history; this may be responsi- 
ble for the sudden growth of a benign or malignant 
tumor. 

2. Do not neglect a history of puerperal mastitis. 
Cancer occurring in the scar of lactation mastitis has 
a grave prognosis. 

3. Do not neglect microscopic examination of any 
discharge from the nipple. This is necessary to dis- 
tinguish between blood and inspissated secretion. 

4. Do not neglect transillumination. It may reveal 
a nonpalpable tumor. 
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5. Do not palpate the breast with the patient in 
the upright position, but have her lie flat and palpate 
the gland against the chest wall with the flat of the 
palm or the tip of the fingers, using gentle pressure. 
Include the region of the axillary and supraclavicular 
nodes in the palpation. 

6. Do not fail to determine the mobility of the 
tumor, if present, the mobility of the overlying skin, 
and that of the nipple. Evidence of traction or ad- 
herence of any of these structures may be the earliest 
sign of malignancy. 

7. Do not omit a pelvic examination. It is impor- 
tant in the diagnosis and treatment of chronic cystic 
mastitis. 

8. Do not omit a Wassermann reaction. A lesion 
of the nipple cannot be diagnosed without a serologic 
test. 

9. Do not rule out the possibility of cancer without 
a biopsy if a definite nodule can be palpated or 
transilluminated. 

10. Do not do a biopsy without being prepared 
to interpret the section and to proceed with a radical 
operation if indicated. 

11. Do not omit roentgenograms of the chest and 
pelvis (including the lumbar spine) if a radical 
mastectomy is contemplated. 

12. Do not give endocrine or radiation therapy 
unless the diagnosis is established. 


DISEASE ENTITIES 


In discussing the various disease entities of the 
breast, I wish to take up only a selected few of the 
less common ones and to go into greater detail about 
the group classified as chronic mastitis and tumors, 
both benign and malignant. 

Fat Necrosis: Destruction of fat followed by re- 
generative process in which phagocytoses and foreign 
body giant cells are prominent may occur in the breast 
with a variety of conditions such as abscess, benign 
and malignant tumors, and following trauma, and 
may be confused clinically with carcinoma. This 
usually appears as a small, dense nodule and may 
show fixation to the skin and induration suggesting 
cancer. Grossly, the affected area appears encapsu- 
lated and without the infiltration seen with malig- 
nancies. On section some of these will be discovered 
to contain cystic cavities with cholesterol crystals and 
calcinous deposits. These give the lesion its hardness 
to palpation. The fibrous repair easily explains the 
skin retraction as it acts like a strong cord which is 
nonelastic and tends to retract. On microscopic sec- 
tions, these lesions appear as granulomatous processes 
in which fibrous tissue, lymphocytes, and giant cells 
occur together with the characteristic foam cells 
which are lipoid phagocytes. 

Plasma Cell Mastitis: This rare condition may 


easily be mistaken for carcinoma, but its rapid onset, 
local tenderness, and puriform discharge from the 
nipple, together with mild temperature elevation and 
leukocytosis usually suffice to make the diagnosis 
of plasma cell mastitis. Adair? described this as 
periductal mastitis arising in association with dilated 
ducts beneath the nipple. Because of the induration 
and edema of the skin, retraction of the nipple may 
be present. Usually the findings increase in severity 
over a considerable period of time, to be followed 
by slow resolution, leaving an indurated nodule. One 
of the most characteristic findings is the presence of 
one or more tense bands or cords, which are distended 
ducts, traversing the inflamed areas and from which 
a thick, dark discharge may be expressed on pres- 
sure. The microscopic picture is one of subacute in- 
flammation with plasma cells predominating. Giant 
cells may be numerous also. 

Chronic Cystic Mastitis: We now approach a sub- 
ject which is the root and center of many of the 
difficulties in diseases of the breast. The first problem 
is to decide by which name the condition should be 
known. Its names are indeed legion. The better 
known fall into three groups: (1) chronic mastitis, 
chronic cystic mastitis, chronic interstitial mastitis, 
(2) diffuse fibroadenoma, cystadenoma papilliferum ; 
(3) involution cysts, abnormal involution, cystic dis- 
ease of the breast, and Schimmelbusch’s disease. 

It is not that the name itself is of great impor- 
tance, but almost all of these names commit one to a 
definite theory. The first group suggests that the con- 
dition is inflammatory in nature, the second that it is 
neoplastic, and the third that it is a perversion of 
involution. 

The only real evidence in support of the inflamma- 
tory hypothesis is the presence of lymphocytic infil- 
tration, and that is always found in involution fol- 
lowing lactation and often in senile involution. 

Nor can we admit that the condition is a neoplasm. 
There is no tumor—that is a fact from which we 
cannot escape. It is true that the epithelial hyper- 
plasia may at times suggest a neoplastic process, but 
the same may be said of the epithelial hyperplasia in 
goiter. A reasonable explanation, and one which 
brings the condition into line with similar conditions 
in the thyroid and the prostate, is arrived at by com- 
paring the account of the physiological changes 
which the breast undergoes throughout life with that 
of the lesions in chronic mastitis. 

The breast is being continually played on by a 
variety of stimuli which tend to induce hyperplastic 
changes followed later by involution. We shall find 
that all the changes characteristic of hyperplasia and 
of involution may be duplicated in chronic mastitis 
(lobular hyperplasia). There is evidence of epithelial 
activity and proliferation in the form of epithelial 
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buds, later atrophy of the epithelium, cyst formation, 
fibrosis, and round cell infiltration—in short, evi- 
dence of hyperplasia which may or may not be asso- 
ciated with involution. 

The patient complains of pain or a lump in the 
breast. The pain, although usually slight, may be 
severe, is often worse at the menstrual period, and 
frequently is neuralgic in nature. The breast is ten- 
der, especially at certain points. One or both breasts 
may be involved, and there may be more than one 
lump in one breast. This multiplicity is always strong 
evidence against cancer. 

A granular induration is felt when the breast is 
palpated between the fingers and thumb, much less 
distinctly when the flat of the hand is used. In this 
respect, it differs from both innocent and malignant 
tumors. In thin persons the breast substance has a 
characteristic ropy feeling. Cysts feel hard rather 
than fluctuating and give the induration a more 
coarsely granular character. The induration is fre- 
quently confined to one of the sector-like lobes of 
the breast, whereas in cancer no such restriction is 
observed. The axillary nodes are often enlarged and 
tender. As in carcinoma, they may not be palpable. 
The condition of the nodes should not be used as a 
means of diagnosis. The cause of the glandular en- 
largement in lobular hyperplasia is unknown. Al- 
though the disease is most common at the time of 
menopause, it may occur before the 13th year. Blood- 
good‘ states that it is more frequent in the breast 
which has never lactated, whether there has been 
pregnancy or not. 

By far the most common type of cyst is what 
Bloodgood calls the blue-domed cyst. Its surface is 
smooth and the fluid contents are clear or cloudy, 
never hemorrhagic. Hemorrhage into a cyst indi- 
cates carcinoma. 

Microscopically one sees an extremely varied pic- 
ture. Considered individually, the different features 
are largely meaningless, but when regarded as parts 
of one process of epithelial hyperplasia or retrogres- 
sion they become more intelligible. 

The principal changes are as follows: (1) A for- 
mation of epithelial buds is similar to those seen 
during the involution of the breast at puberty; (2) 
Cyst formation is extremely common (Cheatle® be- 
lieves that the majority of cysts are formed not from 
the acini but from the ducts) ; (3) Papillary forma- 
tion is a characteristic change in many cases; (4) 
The presence of large, clear, pale, epithelial cells is 
sometimes noted; (5) Atrophy of the epithelium 
rather than hyperplasia may be the dominant factor, 
and (6) The connective tissue usually shows a sig- 
nificant increase. This is best observed in the peri- 
ductal fibrous tissue. 

While we are discussing this common disease enti- 
ty, let us ask the question, ‘What is the relationship 


of this lobular hyperplasia to carcinoma?” The mod- 
ern tendency is to regard cystic mastitis as a danger- 
ous and precancerous condition. We must remember 
that this hyperplasia is the result of hormonal stimu- 
lation and that, at least in the experimental animal, 
carcinoma of the breast can be induced by means of 
estrogenic hormones. 

Shields Warren® gives the follow-up results after 
five years on 1,200 patients with chronic mastitis 
who had been operated upon and compares them as 
regards cancer incidence with a control group of 
corresponding age. He finds that the cancer rate for 
women with pre-existing breast lesions is 4.5 times 
as great as in controls; between the ages of 30 and 
49 it is nearly 12 times as great. Warren concludes 
that a woman who has had chronic mastitis is in far 
greater danger of developing cancer, even though all 
the apparently abnormal tissue has been removed, but 
once she has passed the menopause there is no greater 
danger than in any control group. 

Actively proliferating lesions, such as intraduct 
papillomas and cysts with papillary epithelium, are 
of graver import than large cysts with atrophic epi- 
thelium. After removal of the diseased tissue, the 
breasts should be examined at regular intervals. This 
is better than amputation of both breasts, which is 
not only too radical but too easy for the surgeon. 
Much, however, depends on the type of lesion and 
the age of the patient. 

Schimmelbusch’s Disease (Adenosis): Adenosis is 
characterized by the occurrence, in one or both breasts, 
of multiple nodules varying from a millimeter to a 
centimeter in size, usually distributed about the 
periphery of the upper or outer hemisphere. The 
breasts affected are small, dense, and edged. like a 
saucer when grasped in the hand. Pain and tender- 
ness (which vary during the menstrual cycle) occur 
as in mastodynia. The majority of women affected are 
childless and are in the late 30’s or early 40’s. These 
patients are often nervous and underweight and may 
have irregular menstrual cycles. 

The mammary tissue affected contains dense fi- 
brous tissue, numerous minute cysts, and foci of 
epithelial proliferation. The pathology of this form 
of mammary dysplasia was first described as a diffuse 
papillary cystadenoma by Schimmelbusch, who be- 
lieved it to be precancerous. Bloodgood, in 1906, 
described it as the ‘‘diffuse nonencapsulated cystic 
adenomatous type” of chronic cystic mastitis. 

The occurrence of small multiple nodules has been 
emphasized. These numerous small nodules found in 
the upper or outer hemisphere of the mammary gland 
have led to descriptive terms such as “‘shotty breasts,” 
“the feeling of a bag of shot” and “palpating a bean- 
bag.” The size of the nodules varies from 1 or 2 
mm. to 1 or 1.5 cm. The larger nodules are cystic, 
being round, dense, and freely movable. In the ma- 
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jority of cases of adenosis, both breasts are affected. 
Bloodgood’ believed that if both breasts are carefully 
palpated, bilateral disease would always be found. 

Pathologically, there is a diminution of adipose 
tissue and increase of fibrous tissue. The parenchyma 
is riddled with small cysts, minute adenomas, papil- 
lomas, and large dilated ducts. Microscopically,* the 
salient features are (1) epithelial proliferation in the 
terminal mammary tubules with the formation of 
multiple small intraductal adenomas and papillomas 
—intraductal hyperplasia; (2) a disorderly prolifera- 
tion of acinar elements which invade the surrounding 
stroma, so-called “epithelial spilling”; (3) dilatation 
of terminal tubules or acini with the formation of 
minute cysts—microcystic disease—and (4) increase 
in the periductal and perilobular stroma—diffuse 
fibrosis. 

Tumors of the Breast (Benign): Of the true tu- 
mors of the breast, 95 per cent fall into two groups, 
fibroadenoma and carcinoma. The former constitutes 
about 15 per cent, the latter 80 per cent. The fibro- 
epithelial breast tumors are essentially fibroepithelial 
overgrowths which are limited by a capsule. Some- 
times the fibrous element is predominant, sometimes 
the epithelial. The development of cysts will ma- 
terially modify the character of the tumor. 

Three main varieties of fibroepithelial tumors may 
be recognized: (1) pericanalicular fibroadenoma ; 
(2) intra-canalicular fibroadenoma, and (3) duct 
papilloma. Clinically, these types can’t be differen- 
tiated. 

In 600 cases of fibroadenoma reported by Gesch- 
ickter, the age incidence was highest between 21 and 
25 years. Eight per cent occurred in women past the 
menopause, and in about 10 per cent it occurred 
before the first menstruation. These tumors usually 
appear as a solitary lesion and most often in the 
upper, outer quadrant of the breast. The breasts are 
usually well developed, firm, and of the virginal 


Microscopically, these tumors can be differentiated. 
The pericanalicular fibroadenoma appears as an over- 
growth of both fibrous and epithelial structures. The 
acini and the ducts appear more numerous than nor- 
mal and are surrounded by a stroma of fibrous tissue 
which varies greatly in density, and which is most 
evident around the ducts, accounting for the name 
periductal or pericanalicular. Although resembling 
the structure of the normal breast, that structure is 
never perfectly reproduced. The glandular arrange- 
ment is more diffuse, and new lobules are not formed. 

The intracanalicular type of fibroadenoma is more 
a fibroma than an adenoma. It has a remarkable pro- 
liferation of connective tissue which projects into the 
ducts in the form of polypoid masses, producing 
great elongation and distortion of the ducts. The 
ducts are usually much dilated. On cut section the 
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dilated ducts appear to be crowded with masses of 
fibrous tissue, each covered with a layer of epithelium 
invaginated from the duct wall and separated from 
one another by a series of branching slits. 

The third type of fibroepithelial benign growths 
to be considered is the duct papilloma. Although 
there is a superficial resemblance between duct 
papilloma and intracanalicular fibroadenoma, there 
is one essential difference; in the former the actively 
growing element is epithelium, while in the latter it 
is fibrous tissue. The duct papilloma also appears to 
have a definite relationship with duct carcinoma. 

Grossly, this tumor appears as a little papil- 
lomatous growth which projects into a dilated duct, 
usually close to the nipple. Microscopically the pic- 
ture is again a varying one. The early stage will show 
a typical papillary or villous formation, the delicate 
stroma being covered by a single layer of columnar 
epithelium. The larger specimens appear to have an 
adenomatous structure because of gland-like spaces 
formed by the interlacing processes. It is on this ac- 
count that such misleading terms as adenocystoma 
and cystic adenoma have been applied to the condi- 
tion. The blood vessels are large and thin-walled so 
that hemorrhage is common, and a discharge from 
the nipple, either blood-stained or serous, is one of 
the most characteristic symptoms. 

We might also include under this classification of 
fibroepithelial tumors of the breast one first described 
by Johannes Muller® as a giant mammary myxoma 
and called “‘cystosarcoma phylloides.’” These often 
grow to immense sizes and occur near the menopause. 
There are none of the familiar skin changes that ap- 
pear with carcinoma of the breast. These large tu- 
mors have cystic spaces into which fibrous polypoid 
masses project. Microscopically, myxomatous connec- 
tive tissue predominates, and the polypoid fibrous 
structures are covered by layers of cylindrical or 
cuboidal epithelium. 

Malignant Tumors of the Breast: Let us now turn 
to malignant tumors of the breast. A universal clas- 
sification of such is wanting, but if we look at mam- 
mary cancers as of two fundamental pathological 
types we can arrive at a workable classification. These 
are (1) the adenocarcinomas, arising from lobular 
structures and growing either in an infiltration or 
circumscribed fashion, and (2) the stratified epithe- 
lial cancers, derived from tissues concerned in the 
development of the nipple and larger ducts. 

The adenocarcinomas or gland-cell cancers com- 
prise 90 per cent of cancers of the breast. The gland- 
forming tendency of the infiltrating form (often re- 
ferred to as scirrhous cancer) is not apparent under 
the microscope except in the more slowly growing 
tumors. The less common, circumscribed adenocar- 
cinomas, comedo, papillary, and gelatinous, which 
grow more slowly, have more definite glandular ar- 
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rangements, and this group is usually referred to as 
adenocarcinoma. 

Stratified epithelial cancers are derived from epi- 
thelium, resembling that found in the normal epi- 
dermis, and include Paget’s cancer of the nipple, 
large cell or pagetoid duct cancer, so-called medul- 
lary cancer, and cancer cysts. 

Rare forms of cancer not belonging to these two 
major groups include squamous cell cancer, usually 
complicating benign epidermoid cysts, adenocystic 
basal cell cancer, and cancers derived from the sweat 
glands. 

GLAND CELL CANCERS 


Infiltrating Adenocarcinomas: Approximately 75 
per cent of all mammary carcinomas are of this type. 
These originate in the small tubules or acini which 
make up the lobular structure. Since the acini arise 
by finer ramification from the terminal tubules, there 
is no definite line between the two. The terms car- 
cinoma simplex, scirrhous carcinoma, and lobular 
cancer are also applied to this disease process. These 
tend to rapidly invade the stroma. 

Infiltrating carcinomas of the breast are relatively 
rare under the age of 26 years; however, they may 
occur any time after the onset of mammary devel- 
opment. Seventy-five per cent of all cases occur be- 
tween the ages of 35 and 60 years, and 50 per cent 
occur between 40 and 55 years. 

An examiner may have difficulty in differentiating 
infiltrating carcinoma of the breast from fibroadeno- 
ma, a deep-lying, thick walled cyst, residual lactation 
mastitis or plasma-cell mastitis, fat mecroses, and 
indurated tissue in adenoses. Microscopically, the 
cells are seen to grow characteristically in small nests 
or narrow elongated cords with intervening fibrous 
tissue and, rarely, a small amount of lymphoid infil- 
tration. 

Comedo Carcinoma: Current discussions about 
carcinoma of the breast rarely consider the less com- 
mon circumscribed forms such as comedo, papillary, 
and mucoid or gelatinous adenocarcinoma which dif- 
fer greatly in their manner of growth and prognosis 
from the infiltrating form just described. Comedo 
carcinomas were first described by Bloodgood as 
slowly growing cancers which arise from the ter- 
minal ducts. These have a tendency to invade pre- 
existing ducts and to be confined by the walls of the 
ducts. 

Because comedo carcinoma arises within the ter- 
minal tubules which have lost most of the lobule- 
forming capacity that is seen in infiltrating carcinoma 
of the breast, and since vascularity in this area is less, 
these growths metastasize relatively late and have in 
general a favorable prognosis. It is significant, there- 
fore, that no case of adenocarcinoma of the comedo 
type has been described in connection with preg- 
nancy. It is seen in women past the menopause, or 


in younger women with a history of surgical castra- 
tion, sterility, or of chronic cystic mastitis. 

The cut surface looks like the cross section of a 
freshly sawed plank of wood. On pressure, plugs of 
tumor cells may be expressed from the ducts like 
comedos from a blackhead. Under the microscope, 
rings of carcinoma cells line the pre-existing and 
newly formed ducts, and small acinar spaces form 
within the thickened rings of cancer cells. Rarely, 
this may assume the role of an infiltrating carcinoma, 
as seen when the carcinoma cells infiltrate beyond the 
basement membrane of the ducts and invade the fat 
and fibrous tissue. This, of course, adds materially 
to the gravity of the prognosis. 

Papillary Adenocarcinoma: The largest group of 
circumscribed mammary carcinomas shows a papil- 
lary or adenocystic structure. They may occur at any 
time after onset of menstruation. They are usually of 
large, bulky size, situated centrally beneath the nip- 
ple, and about 14 per cent are associated with dis- 
charge from the nipple. They may arise from pre- 
existing benign intra-cystic papillomas. These tu- 
mors, like the infiltrating adenocarcinomas, also arise 
from epithelium destined to form mammary lobules. 
They tend to grow in coils and papillary folds and 
form acinar structures. The epithelium from which 
they arise, however, is not usually of the functioning 
variety. Instead, it represents remnants of the pri- 
mary mammary sprouts from which the lobular tis- 
sue eventually forms, but which have been left be- 
hind in the region of the larger ducts in the nipple 
zone. These tumors are usually found free in the 
dilated ducts, attached only by a stalk. It is at this 
point that invasion into the stroma occurs. Patho- 
logically, these tumors have a papillary and cystic 
structure and may contain necrotic tissue or hemor- 
rhagic fluid. 

Because of the vascularity of these growths and 
pedicle-like arrangement of their nutrient vessels, 
these are among the most radiosensitive of the mam- 
maty cancers. 


GELATINOUS OR MUCOID ADENOCARCINOMA 


Mucoid degeneration occurs in some slowly grow- 
ing papillary adenocarcinomas. Whether this mucoid 
or gelatinous substance is secreted by the epithelium 
or is a degenerative change in the connective tissue, 
or whether both may occur, has been the subject of 
controversy. An epithelial origin of the gel is most 
probable, according to Broders. 

These gelatinous growths have individual pe- 
culiarities. They usually grow slowly and metastasize 
late; some of the largest mammary cancers described 
have been of this character. Mucoid change may af- 
fect any of the glandular forms; it is most often 
seen, however, as a degenerative change in papillary 
adenocarcinoma. Mucoid cancers are soft and may 
have a cystic or fluctuant feeling on palpation. 
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When cut across, a semi-fluid, tapioca-like material 
oozes or flows from the incision. Under the micro- 
scope the nests of epithelium are widely separated 
by the pale-staining gelatinous substance. Recurrence 
due to transplantation of this material into the wound 
may take place years after operation. 


STRATIFIED EPITHELIAL CANCERS 


In the development of the breast, the nipple bud, 
forming from a downgrowth of epidermis, precedes 
the formation of the mammary sprouts from which 
the lactiferous ducts, the terminal tubules, and the 
lobular structures are derived. The invaginating epi- 
thelium of the nipple bud undergoes hyperdifferen- 
tiation and the central squamous cells are desqua- 
mated, forming the hollow of the nipple pouch. 
Prolongations of the stratified epithelium from this 
pouch line the openings of the larger mammary ducts. 
Cancers forming from this epithelium have charac- 
teristically large cells with granular, eosin-staining 
cytoplasm and have been grouped together under 
the heading of statified epithelial cancers. 

Paget's Disease: This comprises 5 per cent of 
mammary cancers and is characterized by lesions of 
the nipple and by presence of large Paget’s cells 
in the epidermal coverings of the nipple and with 
few exceptions in the mouths of the adjoining ducts. 
Broders™ feels that this is a picture of carcinoma 
in situ. He also states that in 99 per cent there is an 
associated deep lying adenocarcinoma and that in 
the other 1 per cent it is there too but has not 
been found. Some authors maintain that the large 
granular Paget's cells are of sweat gland origin. This 
resemblance to cells of the apocrine sweat glands is 
understood when it is recalled, from an evolutionary 
standpoint, that the breast is a modified sweat gland 
and that these epidermoid-like cancers arise from 
relatively primitive mammary structures derived from 
the nipple pouch. 

Intra-Duct Carcinoma: This group is less frequent- 
ly reported than the Paget's type and is one in which 
the cancer affects chiefly the mammary ducts. His- 
tologically the tumor tissue is identical with that 
formed in Paget’s cancer of the nipple, but, as a 
tule, younger patients are affected and the clinical 
course is more rapid and malignant. 

Medullary Cancers: This is another group of car- 
cinomas which arise from transitional epithelium 
rather than from mammary glandular epithelium. In 
these, the tumor arisés deep in the substances of the 
breast, and neither the nipple nor the large ducts 
adjacent to it are primarily affected. These may grow 
to a large size and undergo cystic degeneration, or 
they may remain relatively circumscribed and have a 
gtandular structure, resembling sweat gland cancers. 
Whether they arise from derivatives of the primitive 


nipple pouch or owe their microscopic peculiarities 
to a process of metaplasis is difficult to determine. 


NEOMAMMARY CANCERS 


For the sake of completeness let me merely men- 
tion a group of neomammary cancers, to include in- 
tramammary stratified epithelial cancers, sweat gland 
cancers and circumscribed epidermoid cancers. Strati- 
fied epithelial cancers may occur deep in the breast 
and resemble histologically either nonkeratinizing 
epidermoid carcinoma of the skin or cancer arising 
in sweat glands. While in most instances either epi- 
dermoid or glandular features predominate, in some 
instances a combination of both is found. When it 
is realized that the breast is a modified sweat gland 
derived from the epidermis, it is easy to comprehend 
why these tumors originating in archaic epithelium 
resemble the epidermis in their undifferentiated por- 
tions and the sweat glands in the more highly differ- 
entiated parts. Despite their highly malignant ap- 
pearance under the microscope, these cancers in 
which glandular features are prominent have a rela- 
tively good prognosis even when of large size and 
when they occur in women younger than 40 years. 


MAMMARY SARCOMAS 


Because of the rarity of these tumors, I want to 
mention them without further discussion. If the epi- 
thelial and mesenchymal elements of the breast were 
equally susceptible to malignancy, sarcoma rather than 
carcinoma would be the most frequent, since the lat- 
ter exceeds the former in amount except during the 
periods of late pregnancy and lactation. 

While the total number of sarcomas of the breast 
is small, the pathologic variety is great. Those orig- 
inating in the fibrous stroma of the gland are varie- 
ties of fibrospindle-cell sarcoma which grow to im- 
mense size and metastasize relatively late. They are 
of two forms: (1) mammary fibrosarcoma which is 
primary in the connective tissue, and (2) mammary 
adenosarcoma which is secondary to fibroadenoma 
and contains scattered epithelial elements. Approxi- 
mately one-half of all the sarcomas in the mammary 
gland are of these two varieties. Of the non-indige- 
nous sarcomas of the breast, there are the osteogenic 
sarcomas, lipo- and myosarcomas, lympho-, myelo-, 
and angiosarcomas, and sarcomas of nerve sheaths 
and melanosarcomas. 
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THE MONTH IN 
WASHINGTON 


Editor’s Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


The second session of the 84th Congress is under 
way, and in medical legislation—as in all other fields 
—this promises to be much livelier than last year’s 
deliberations. 

For one thing, neither the Republican administra- 
tion nor the Democratic party, which is in control on 
Capitol Hill, got anywhere near as much as it wanted 
last year in medical legislation. 

For another thing, and something that shouldn't 
be lost sight of at any time, both parties this year will 
be legislating with one eye cocked toward next No- 
vember, when the voters make a choice between the 
two parties. Try as they might to pass laws for the 
good of all the people, neither party can afford to 
ignore the political realities of the situation: each will 
want to take credit for any legislation with popular 
appeal or, where that is impossible, at least to see that 
the other party doesn’t get the credit. 

In front of this political mosaic, these are some of 
the medically-important issues that will be fought out 
in Senate and House: 

1. Federal guarantee of mortgages on health fa- 
cilities. This has been on the Congressional calendar 
for two years; it was pushed hard in 1954, and was 
given some consideration in 1955. It would mean 
that the federal government would underwrite mort- 
gages for hospitals, clinics, and nursing homes, under 
certain conditions, thereby allowing some sponsors 
to obtain loans they couldn’t otherwise get, or to ob- 
tain them on longer terms and with lower interest. 

2. Federal grants for research facilities. Under this 
plan—approved last session by the Senate—the U. S. 
would make outright grants to laboratories, medical 
schools, and clinics for building facilities for re- 
search in specific diseases, such as cancer and heart 
disease. 

3. Federal aid to medical education. This peren- 


nial project probably is closer to Congressional en- 
actment now than ever before. The most popular bill 
is one restricting the federal role to grants for build- 
ing and equipment, with a financial incentive held 
out to those schools willing to increase their enroll- 
ment. This bill may be tied in with some other grants 
bill, such as the one for research. 

4. Salk vaccine. Legislation authorizing federal 
appropriations for the purchase of Salk poliomyelitis 
vaccine ($30 million tor the current year) expires 
February 15, virtually insuring Congressional action 
of some sort before that date. One issue is whether 
the federal government should continue the grants; 
more controversial is the question of whether the 
U. S. should move in to control the allocation and 
distribution of the vaccine. Allocation and distribu- 
tion now are handled under a voluntary program 
supervised by the U. S. Public Health Service. 

5. Increases in federal appropriations for medical 
research. Over the last few years—since the National 
Institutes of health came of age—Congress repeatedly 
has increased research grants over the amounts the 
Budget Bureau allowed Public Health Service to re- 
quest. Indications are that this year the Budget Bu- 
reau may have to give way and allow important in- 
creases to be requested of Congress. Congress proba- 
bly would want to add on its own special additions 
anyway, resulting in more money than ever before 
available for work on cancer, heart disease, mental 
illness, arthritis, blindness, and the many other con- 
ditions. 

6. OASI-covered persons could receive payrnents 
beginning at age 50 if determined to be disabled. 
Under present law retirement payments for all are 
available at age 65. The bill containing this provision 
(H. R. 7225) passed the House last séssion by an 
overwhelming margin. It is now before the Senate 
Finance Committee, where the next phase of the leg- 
islative contest will be fought out in 1956. 

The lop-sided House vote on disability payments 
may be discounted in part because of the parliamen- 
tary maneuvering by sponsors of the legislation. 
House members had only 40 minutes to debate this 
bill, and no opportunity to amend it. It was a case 
of accepting the whole bill—which contains a num- 
ber of other social security liberalizations not of medi- 
cal significance—or being politically damned as op- 
posed to social security per se. 

The American Medical Association maintains that 
the present expanding rehabilitation programs would 
be undermined by cash payments for disability, that 
the financial and other long-range aspects of the dis- 
ability payments plan have not been thoroughly 
studied, and that the machinery for disability pay- 
ments would inevitably project the federal govern- 
ment deeply into the medical care picture. 
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PRESIDENT’S PAGE 


Dear Doctor: 

Happy New Year! 

Thank you for the extension of Christmas greetings through your A.M.E.F. con- 
tributions. And, speaking of contributions, the John Porter Memorial Fund now 
stands at $4,245. 

The A.M.A. meeting in Boston was both interesting and instructive to me. The 
lectures, scientific exhibits, and deliberations of the House of Delegates were all 
smoothly executed. The House of Delegates took unprecedented action toward better 
hospital, medical school, and specialty relations which is for the primary benefit of 
patients and family physicians. This interim meeting went on record as favoring 
an all out campaign to halt hospital discrimination against general practitioners. 
Further, the A.M.A. will stimulate the formation of general practice departments 
in all medical schools and will insist that medical students be given experience in 
general practice. The Joint Commission on Accreditation of Hospitals will ask that 
full accreditation be withheld from community and general hospitals that exclude 
or restrict generalists on an arbitrary basis. 

The panel discussion on “Psychotherapy in General Practice’ was extremely inter- 
esting and informative. The highlight of this discussion was a letter from the moder- 
ator’s (Dr. Forkner) pastor concerning his attitude on psychiatry. Here are a few 
quotes from the letter. ‘For a long time I have felt that people get off the beam 
in their thinking because they have followed the wrong guideposts leading them 
away from genuinely happy lives. If this is so, then we must erect for them different 
guideposts leading toward happy lives. . . . The Great Physician provided not 
only the formula for healing mental ills, but he also gave us precise tools to imple- 
ment the formula. . . . The most powerful tool is prayer. . . . My plea is for a closer 
integration of psychiatry with spiritual values. . . . I would like to see a school of 
psychiatry founded on the theory that people think abnormally because they have 
never learned the formula for happiness and have not been taught how to apply this 
formula to their daily lives. . . . Herein may lie an enormous field of preventive 
medicine in which science and religion may share in a rich reward.” Would you 
like to read this letter in its entirety ? 

In light of the above philosophical consideration, permit me to express myself 
concerning the wonderful experience our family and community recently enjoyed 
while we entertained our preceptee. Manohar Deosaransingh, Kansas medical school 
senior of Patna, Behar, India, really aroused us to the fact that America is now living 
with emphasis on artificial or material values. This should cause us to think seriously 
about our future as a nation, for in the beginning we were certainly founded on 
spiritual values. Where are we going, America? 

Sincerely, in the Practice of the Art, 


CONRAD M. BARNES, M.D., President 
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EDITORIAL COMMENT 


Referrals to K.U.M.C. 


The Committee on Medical Schools, of which Dr. 
R. W. Fernie of Hutchinson is chairman, believing 
that the mechanics of referring patients to the Uni- 
versity of Kansas Medical Center are not completely 
understood, has obtained information from Dr. 
W. Clarke Wescoe. 

Physicians are invited to use the faculty of the 
University of Kansas Medical Center for consultation 
services or for specialist care of patients should they 
care to do so. It should be quite clearly understood 
that this is a private arrangement between two physi- 
cians, just as any referral might be made elsewhere. 

Patients cannot be accepted if referred to the medi- 
cal center or if referred to a department. Referrals 
must be made to a specified physician. That, of course, 
can be done by mail or over the telephone, and a 
little history concerning the patient is as helpful to 
the professor at the school of medicine as it is under 
similar circumstances to the specialist in private prac- 
tice. In return, the referring physician will receive a 
report concerning the patient, and, because of im- 
proved circumstances at the school, these reports will 
now arrive more promptly than in the past. 

Listed below are the full time members of the 
faculty, divided into departments. It is recommended 
that this list be retained for future reference. Your 
committee wishes to remind again that a referral 
must be made to an individual physician and cannot 
be accepted otherwise. If there is any doubt concern- 
ing this procedure, the dean’s office may be contacted 
and the communication will then be forwarded to 
the faculty member qualified to handle the problem. 

The address of the University of Kansas Medical 
Center is 39th and Rainbow Boulevard, Kansas City, 
Kansas, and the telephone number is TAlbot 2-5252. 

The Committee on Medical Schools hopes this in- 
formation will be of service by increasing the efh- 
ciency of the normal professional contacts between 
the faculty and the Kansas physician in private prac- 
tice. 

DERMATOLOGY 


Dr. Richard L. Sutton 


MEDICINE 
General 


Dr. Mahlon Delp 

Dr. Max Allen 

Dr. Edward H. Hashinger 
Dr. Robert Jordan 

Dr. John Christianson 

Dr. Robert Weber 

Dr. Jesse Rising 


Cardiovascular 
Dr. E. Grey Dimond 


Neurology 
Dr. A. T. Steegmann 


Metabolic 
Dr. Robert E. Bolinger 


Gastroenterology 
Dr. Arthur Klotz 


Hematology 
Dr. Sloan Wilson 


Chest 
Dr. Martin FitzPatrick 
OBSTETRICS AND GYNECOLOGY 
Dr. L. A. Calkins 
Dr. Robert Newman 
Dr. Rosemary Schrepfer 
Dr. Charles A. Hunter, Jr. 
Dr. Eugene W. J. Pearce 


OPHTHALMOLOGY 
Dr. A. N. Lemoine, Jr. 
OTORHINOLARYNGOLOGY 
Dr. G. O. Proud 


PATHOLOGY AND ONCOLOGY 
Dr. Robert E. Stowell 


PEDIATRICS 
Dr. Herbert Miller 
Dr. Herbert Wenner 
Dr. Antoni Diehl 
Dr. Franklin C. Behrle 
Dr. C. Arden Miller 
Dr. Daniel Darrow 
Dr. Alice Marsh 
Dr. Jacqueline Baumeister 


PHYSICAL MEDICINE 


Dr. Donald L. Rose 

Dr. Edward B. Shires 
PSYCHIATRY 

Dr. William F. Roth, Jr. 

Dr. M. T. Eaton, Jr. 

Dr. Paul C. Laybourne, Jr. (Pediatrics) 

Dr. Jane Tillinghast 

Dr. Carol W. Powell 
RADIOLOGY 

Dr. Galen M. Tice 

Dr. Donald R. Germann 

Dr. Karl Youngstrom 

SURGERY 
General 

Dr. Frank F. Allbritten, Jr. 

Dr. Stanley Friesen 

Dr. Creighton A. Hardin 

Dr. C. F. Kittle 

Dr. Paul Schloerb 
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Neurosurgery 
Dr. William P. Williamson 
Dr. Charles Brackett 


Ortho pedic Surgery 
Dr. James B. Weaver 


Plastic Surgery 
Dr. David Robinson 


Urology 
Dr. William Valk 


Medical Education Contributions 


Announcement of the recent commitments of the 
Commonwealth Fund and the Ford Foundation in 
support of medical education has been generally re- 
ceived with acclamation and sincere public apprecia- 
tion. Ten university medical schools have received 
grants totalling $7,150,000 for medical education 
from the Commonwealth Fund. The Ford Founda- 
tion will grant $90,000,000 to privately supported 
medical schools as endowment to help them strength- 
en their instruction, although the exact allocation to 
the individual schools has not yet been determined. 

These two great philanthropic organizations have 
recognized that unless the increasing financial needs 
of medical education are met, the current high stand- 
ards of medical training in the United States are in 
jeopardy. These grants will aid in meeting some of 
the needs that have existed during recent years, but 
they have not closed the gap that has been repre- 
sented as being equivalent to approximately $10,000,- 
000 annually. In other words, there is still great need 
for active and increasing support of medical education 
through the American Medical Education Foundation 
and the National Fund for Medical Education if the 
estimated current needs are to be adequately covered. 

In explanation it’s wise to stress that the Ford 
Foundation and the Commonwealth Fund have given 
these grants as endowments. At 4 per cent interest, 
this will return to the schools about $4,000,000 a 
year. This is a handsome sum, but it is still necessary 
to continue the good work that has been done to 
support our medical schools. 


Longevity in Kansas 


The Bureau of Medical Economic Research recent- 
ly published a bulletin showing that Kansans are 
exceeding the national longevity rate. It was believed 
that this is of sufficient interest to be reprinted from 
the Journal of the American Medical Association, 
December 3, 1955. 

“Often the opinion is heard that the healthiest 
people in the United States live in heavily populated 


areas where hospitals, physicians, and other health 
facilities and personnel are plentiful. Recently pub- 
lished data on the expectation of life, particularly at 
birth, in each of the 48 states for 1949-1951 refute 
this popular notion, especially for white males.’ 
The statistical department of the Metropolitan Life 
Insurance Company has assisted the National Office 
of Vital Statistics of the Department of Health, Edu- 
cation, and Welfare in the preparation of life tables 
for each state. All the tables, including those for non- 
white males and females, will be published soon by 
the National Office of Vital Statistics. 

“The six states with the highest expectation of life 
at birth for white males for 1949-1951 were: South 
Dakota, 68.4 years; Nebraska, Minnesota, and Iowa, 
68.2 years; Kansas, 68.0 years; and North Dakota, 
67.9 years. The expectation of life at birth for white 
males in the United States was 66.3 years. In 1939- 
1941 the six leading states for white males were Ne- 
braska, South Dakota, Minnescta, Iowa, North Da- 
kota, and Kansas. Thus it is obvious that white males 
of these sparsely settled states still enjoy compara- 
tively low mortality. The only changes apparent in 
the figures cited above are (1) South Dakota has re- 
placed Nebraska as the leader, and (2) Kansas and 
North Dakota have exchanged ranks. 

“It is not possible to say that longevity will actu- 
ally be greates. among the white males of these six 
states, because expectation of life is an actuarial com- 
putation based upon the mortality rates at all ages 
in three specified calendar years. The computation, 
strictly speaking, is not a forecast of the mortality 
that will prevail during the entire lifetimes of the 
babies born in each of these six states in the specified 
three calendar years. These favorable mortality rec- 
ords among white males in these six states must be 
attributed, in part, to the strong North European 
strains in the population and favorable selection fac- 
tors in migration. The number of miles that many 
people in these states must travel to visit a physician 
or become a patient in a hospital might be considered 
a health hazard by many urban dwellers, but the 
people in the West North Central region of the 
United States have developed a way of life that makes 
them well adjusted to these spatial conditions. 

“Nebraska retained its leadership in life expecta- 
tion at birth for white females with 74.0 years as 
compared with 72.0 years for the entire United States. 
Oklahoma, Florida, Iowa, Kansas, and South Dakota 
follow with 73.8 to 73.6 years. A more general ob- 
servation is that the state variations in longevity as 
indicated by expectation of life at birth were less in 
1949-1951 than they were in 1939-1941. The leaders 
in expectation of life at age 25 were South Dakota, 


1State Variations in Longevity, Metropolitan Life Insurance 
Company Statistical Bulletin, Oct., 1955. 
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Nebraska, and Iowa, with 46.8 years for white males. 
The leading states for white females at age 25 were 
Oklahoma, Nebraska, Florida, Arkansas, Kansas, 
Iowa, Texas, South Dakota, and Utah, ranging from 
51.8 years to 51.1 years. The states in which the 
people at age 65 had the greatest expectation of life 
were Arkansas, Florida, and Oklahoma for white 
males and Florida, Arizona, Arkansas, Oklahoma, 
and Texas for white females. 

“The variations in expectation of life in 1949-1951 
at these three selected ages were less marked, of 
course, among the nine regions than among the 48 
states. The West North Central region (Minnesota, 
North Dakota, South Dakota, Iowa, Nebraska, Mis- 
souri, and Kansas) had the highest expectation of life 
for white males at birth (67.8 years) and at age 25 
(46.4 years), but the West South Central region 
ranked first at age 65 (13.4 years versus 13.3 years). 
For white females the West North Central region had 
the highest expectation of life at birth, 73.3 years; 
at age 25 its 50.9 years ranked it second to the West 
South Central region with 51.2 years; at age 65, 
however, ‘it was outranked by a small margin by the 
West South Central, Mountain, and Pacific regions. 
In 1939-1941, the West North Central region ranked 
first in expectation of life at birth, at age 25, and at 
age 65 for white males ; and first at birth, first at age 25, 
and tied for second at age 65 for white females. 
These data for the nine regions, as weil as those for 
the individual states, should remove all doubt about 
where the expectation of life is and has been the 
highest, particularly at birth and at age 25.” 


Workmen’s Compensation 


A new book has recently been published by the 
Workmen’s Compensation Commission of Kansas. 
It includes the Workmen’s Compensation Law as well 
as procedure, rules, and theory of compensation. 

The Committee on Industrial Medicine of the Kan- 
sas Medical Society, of which Dr. W. L. Anderson 
of Atchison is chairman, played a part in the publica- 
tion by studying the medical fee schedule and rec- 
ommending many changes from the old schedule. 
The commission accepted the recommendations, and 
the fees published are those outlined by the com- 
mittee. 

In discussing the entire structure of workmen’s 
compensation, and particularly the physician’s report, 
the following suggestions are made to expedite ad- 
ministration of the program and to continue the good 
relationship between the medical society and the 
Workmen's Compensation Commission. Most physi- 
cians are familiar with the physician’s report blank. 
Sample copies may be obtained by writing to Work- 


men’s Compensation Commission, 501 Jackson Street, 
Topeka. The suggestions follow: 

1. When the word “member” is used, it refers to 
the general body disability as well as fractures, ampu- 
tations, etc. 

2. A separate x-ray diagnosis attached to the re- 
port blank is accepted and recommended. 

3. Space is provided to state whether the patient 
needs further medical care and for how long. If the 
patient needs additional care beyond stated date, the 
physician should report this in writing to the em- 
ployer or insurance carrier. 

4. With reference to eye injury, the physician may 
write a letter and attach it to the form, stating per- 
centage of loss of vision due to the accident. 

5. The physician should not mention illnesses 
which do not pertain directly to the injury unless the 
disability has been aggravated by the injury. 

6. According to the law, the physician must sub- 
mit the report to the employer or insurance carrier 
within 15 days after examination. 

Questions in regard to workmen’s compensation 
may be directed to the Workmen’s Compensation 
Commission or to the Committee on Industrial Medi- 
cine of the Kansas Medical Society. 


STATISTICS ON CONGRESSIONAL BILLS 


A study of bills introduced in the last two sessions 
of Congress, the 83rd and the 84th, made by the 
A.M.A. Committee on Legislation, shows that an 
increasing number of subjects considered have medi- 
cal implication. 

During the two sessions of the 83rd Congress, 
16,470 bills were introduced, and 407 of those per- 
tained to medicine. During the first half of the 84th 
Congress, 11,914 measures, 403 pertaining to medi- 
cine, were introduced. 

The A.M.A. committee has met four times so far 
this year and has considered 284 bills embodying 92 
major legislative proposals. The group has also con- 
sidered 10 major policy questions on which legisla- 
tion has not yet been introduced. Fifteen witnesses 
have testified before committees of the Congress on 
21 separate bills, and the secretary and general man- 
ager of the A.M.A., Dr. George F. Lull, has sub- 
mitted the written views of the association on nine 
other proposals. 

All of the 403 measures introduced this year were 
reported in the A.M.A. Washington Letter. Congress 
held hearings on 49 of those, and the committees 
reported favorably on 11. Five were passed by both 
houses and have been signed by the President. Four 
of the five that became law were supported by the 
A.M.A. 
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widely prescribed because of these important advantages: 

1) rapid diffusion and penetration 

2) prompt control of infection 

3) negligible side effects 

4) true broad-spectrum activity (proved effective 
against a wide variety of infections caused by 
Gram-positive and Gram-negative bacteria, rick- 
ettsiae, and certain viruses and protozoa) 

5) every gram produced in Lederle’s own labora- 
tories under rigid quality control, and offered 
only under the Lederle label 


6) a complete line of dosage forms 
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‘. .. The causes [of morning sickness} are 
increased activity of the nerve force, whereby 
the equilibrium between digestion and assimila- 
tion is greatly disturbed. With those women 
who kave habitually weak digestion this is not 
much of a symptom. Indeed, they will have 
better digestion and keener appetites for the 
reason that the action of the nerve force has 
been increased, whereas it had previously been 
deficient. When this annoying sickness is per- 
sistent and obstinate, yielding to no remedies, 
diet or regimen, we may suspect displacement 
of the womb, possibly ulceration at its neck. . . . 

“Among women who live in towns and lead 
a sedentary life constipation is a frequent at- 
tendant of pregnancy. There are other things 
besides indolent habits that may give rise to 
constipation, among which are the pressure of 
the enlarged womb upon the bowels, and a 
kind of torpor produced by the diverting of 
the nerve force and muscular supply to the 
womb. 

“When there is a general swelling which is 
more immediately noticeable in the hands and 
face, it may . . . be caused by a disorder known 
as albuminuria. This is a condition in which 
the albumen of the blood, instead of going to 
supply the body, finds its way out through the 
kidneys. Such swellings should lead at once to 
an examination of the urine to determine 
whether or not albumen is present. . . . Indeed, 
it is a wise precaution to use this test at dif- 
ferent times during pregnancy, whether the dis- 
order under discussion is suspected or not. The 
violent and fatal convulsions in childbed are 
occasioned by albuminuria, which is induced 
by a condition of the kidneys that obstructs 
the circulation of the blood, causing a retention 
of urea in the blood, and thus producing what 
is known as uraemic poisoning. This condition 
exists, to a greater or less extent, oftener than 
is suspected by most people, including phy- 
sicians; hence the urgency of frequent tests to 
decide about its existence. It can be corrected 
by a skillful physician. .. . 

“Abortion must be regarded as a serious 
evil. It not only deprives the mother of the 


product of her pregnancy, but often places her 
health and even her life in peril. . . . Fleshy 
women subject to profuse menstruation, very 
impressible, nervous women easily excited by 
passion or mental disturbances, and those who 
indulge immoderately in the pleasures of soci- 
ety, dancing, late hours and tight lacing, are li- 
able to the misfortune. Such as are occupied at 
the sewing machine are constantly exposed to 
this mishap. . . . A sudden leap from a car- 
riage, reaching up and straining, excessive 
fatigue, too frequent coition, violent fits of 
anger and other passions, are causes. 

“Under such conditions [flooding] the 
woman’s head should be lowered and the hips 
be a little elevated. An injection of ice-cold 
water will often be effectual; at the same time 
some pieces of ice may be swallowed. A treat- 
ment quite the reverse of this is popular and 
efficacious at the present time, and consists in 
using hot-water injections, temperature 95° to 
100°, and applying rubber bags filled with hot 
water to the spine. Place the child to the 
breast. The object of these various means is 
to promote contraction of the womb. Nothing 
is simpler or perhaps better than dipping the 
hand in cold water, placing it on the abdomen, 
and grasping the womb to stimulate it to con- 

Thus did they explain and treat some of the 
complications of pregnancy 70 years ago, as de- 
tailed in a Compendium of Health of the 
period. Explanations of symptoms and the 
treatments prescribed sound peculiar to us to- 
day, yet there are within the same paragraphs 
statements which are as acceptable today as 
they were then—for example, that ‘morning 
sickness may begin almost immediately after 
conception” but “generally does not begin 
until after the lapse of two or three weeks, 
but then continues more or less constantly 
and severely for three or four weeks . . .” and 
that ‘‘miscarriages happen oftener at the third 
month of pregnancy.” How do you suppose 
our present books will sound in 2025 ?— 
O.R.C. 
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Tumor Conference 


Basal-Cell Carcinoma of the Lower Lip 


Edited by HOWARD P. FINK, M.D. 


Dr. Friesen: The following case is presented be- 
cause it concerns a common lesion occurring in an 
uncommon location. Will you give us the history, Dr. 
Gwinn? 

Dr. Gwinn: This patient is a 75-year-old retired 
farmer who, one year ago, developed a sore on the 
right side of his lower lip which failed to heal. He 
tried various home remedies, none of which seemed 
to do any good. The sore didn’t cause him any trou- 
ble and did not enlarge. However, in August, two 
months ago, he had a very painful swelling in the 
right submandibular area, just below the lesion on 
his lip, for which his local doctor referred him here. 

The workup here revealed the sore on his lower 
lip, which you see as a punched out, indurated ulcer 
about .5 cm. in diameter (Figure 1). The right sub- 


Figure 1: Ulcerated lesions of the lip and subman- 
dibular area. 


mandibular area is quite swollen and painful. A 
biopsy of the lesion of the lip was reported as a 
basal cell carcinoma. X-ray examination showed rare- 
faction of the mandible and abscesses of the teeth in 
the swollen area but no evidence of any metastatic 
disease. The teeth were subsequently removed, and 
the submandibular abscess and cellulitis were im- 
proved after penicillin and drainage. 

It is interesting to note that the patient's father 
died of a carcinoma of the lip. 


Cancer teaching activities at the University of Kansas 
Medical Center are aided by grants from the National 
Cancer Institute, U. S. Public Health Service, and from 
the Kansas Division of the American Cancer Society. Dr. 
Fink is a Trainee of the National Cancer Institute. 
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Dr. Friesen: This looks like a serous lesion. May 
we see a microscopic section of the biopsy ? 

Dr. Mantz: Two pieces of tissue were taken. Both 
of them show a typical basal cell carcinoma consist- 
ing of large club-like clusters of cells (Figure 2) 
which penetrate the underlying connective tissue to 
a considerable depth. The epidermis is slightly 
acanthotic except over the lesion where it becomes 
thin and ulcerated. Numerous small cyst-like areas 
are scattered throughout this neoplasm, but other- 
wise it appears to be a fairly orderly basal cell lesion 
with distinct palisading of cells at the periphery. The 
clear areas sometimes contain foamy-appearing cells, 
probably macrophages. They suggest, however, the 
remote possibility that this lesion may be of cutane- 
ous adnexal origin, possibly derived from the sebace- 
ous glands. 

This lesion shows, as most basal cell carcinomas 
do, the defense mechanism of the host against the 
advancing edges of the carcinoma, in the form of 
an inflammatory reaction, which, in this lesion, in- 
cludes giant cells of the foreign body type. 

Material from the mandibular area shows chronic 
inflammation consistent with the lining of an ab- 


scess. 
Dr. Friesen: May we see the x-rays? 
Dr. Goertz: X-rays of the mandible show ab- 
scesses at the roots of the teeth and decalcification 


Figure 2: Basal cell carcinoma, showing down- 
gtowths of neoplastic epithelium containing cystic 
spaces. x 100. 
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which seems to be a little more marked on the right 
than on the left. 

Dr. Friesen: Dr. Robinson, when I went to medi- 
cal school, we were taught that basal cell carcinomas 
occur above the mouth-to-ear line, and squamous 
cell carcinomas below. This case is apparently an ex- 
ception to that rule. 

Dr. Robinson: That's right. If one looks at this 
lesion and at the mass in the patient’s neck, which 
seems to be fixed to the mandible, one might say 
that this is a bad situation. Here, apparently, is a 
carcinoma which has metastasized and is now sup- 
purating and necrotic, and surgery would have to be 
radical to save this man’s life. There should be some- 
thing in the history, though, that would lead us to 
think that our first impression is mistaken. Dr. 
Gwinn, how rapidly did this mass develop in his 
neck ? 

Dr. Gwinn: Very rapidly. It appeared in the 
course of a few days. 

Dr. Robinson: Was it tender? 

Dr. Gwinn: Yes. 

Dr. Robinson: Did it drain spontaneously ? 

Dr. Gwinn: Yes. It was draining when he came in. 

Dr. Robinson: This story indicates an abscess 
rather than a metastasis. Still, one can’t be certain 
without more data. The biopsy here was of primary 
importance. To find a basal cell carcinoma by biopsy 
in an ulcer of the lower lip is surprising because, as 
Dr. Friesen indicated, nearly all such lesions are 
squamous cell carcinomas, which tend to metastasize, 
whereas basal cell lesions rarely do. More basal cell 
than squamous cell lesions occur in the upper lip, 
and carcinomas of the lower lip are nearly all squa- 
mous. Occasionally, we do see each of these lesions 
in the opposite location. 

When Dr. Edwards removed several carious teeth 
from this man’s lower jaw, he found extensive perio- 
dontal infection. So, I think we can say that the jaw 
lesion is not a metastasis but simply a local infection 
from bad teeth, and our initial impression that this 
was a metastasizing squamous cell carcinoma was 
wrong. 

The question of treatment resolves itself now to 
simple excision of the lesion. We will do this in a 
few days, when the inflammatory edema has sub- 
sided somewhat. 

Dr. Friesen: Is he getting antibiotics? 

Dr. Gwinn: Yes, he is. 

Dr. Friesen: Is the swelling subsiding? 

Dr. Gwinn: Yes. 

Dr. Friesen: Are basal cell carcinomas usually 
treated by surgery or by irradiation, Dr. Robinson? 

Dr. Robinson: We prefer to treat them by surgery 
because we think that we have better control of their 
removal than do the radiologists. At the time of re- 


moval, if we are at all in doubt, we can have frozen 
sections made to be sure that we are dealing with a 
tumor. Also, we believe that by not obscuring the 
issue with late irradiation changes and by eliminating 
radiation fibrosis, we can diagnose recurrences a 
little quicker. It is true that we usually must cut 5 
to 10 mm. beyond the visible edge of the lesion to 
be sure of its complete removal. Paraffin sections 
must be carefully studied to be sure that we have 
cut beyond any crab-like extensions of the tumor, but, 
in general, where one can do so without distorting 
tissues to a great extent, and where the lost surface 
can be easily replaced, I think it is better to excise 
such lesions and be done with them. 

However, there are some parts of the face where 
we prefer irradiation because we think the radiol- 
ogists do a better job than we do with less distortion 
and mutilation. This is a moot question, and some 
people would elect to excise all basal cell lesions, 
but I am sure the little ones around the eyelids and 
inner canthus where they can be well shielded, and 
those around parts of the nose not directly over 
cartilage, can be well handled by irradiation. 

Dr. Friesen: If you had a patient with a large 
ulcerated lesion on the cheek which would necessi- 
tate a skin graft if you excised it, would you prefer 
excision to irradiation? 

Dr. Robinson: Yes, I would, because I think that 
I would have better control of the tumor. However, 
when a large surface defect is left after excision, one 
must figure how he is going to cover the wound, since 
wounds of the face are rarely left open for long. A 
skin graft may be required. The choice between ir- 
radiation and surgery often depends on the ability 
and preference of the man who is treating a particu- 
lar lesion. I am sure that some of the lesions that I 
would excise, Dr. Tice and his associates could treat 
with equally good results. 

Dr. Tice: I am sure that both radiologists and 
surgeons are influenced by their personal experience 
in treating epitheliomas of the skin. As a radiologist, 
I am not particularly concerned whether a given lesion 
is a basal cell or squamous cell carcinoma, but I am 
concerned about the location of the lesion and, in 
some instances, about the size of it. The common 
site of a basal cell lesion is the face, and here small 
cancers can be treated easily, effectively, and with 
good cosmetic results by irradiation. If the lesion in- 
volves an entire cheek or the entire forehead, the 
radiologist should consider calling for surgical con- 
sultation, although even such large lesions may be 
treated in sections using deep x-ray therapy instead 
of superficial therapy. A lesion over cartilage or on 
the back of the hand, however, is almost always re- 
ferred to the surgeon because of the danger of dam- 
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PRO-BANTHINE® FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine consistently controls gastrointestinal 
hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anticholinergic _ is also valuable in the treatment of pylorospasm 


compound, Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use! 
in the treatment of peptic ulcer, functional diar- 
rheas, regional enteritis and ulcerative colitis. It 


and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion” which “‘re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon... .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition, Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents, 

In Roback and Beal’s? series “‘Side effects were 
almost entirely absent in single doses of 30 or 
40 mg....” 

Pro-Banthine (6-diisopropylaminoethyl xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible, 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine. 


1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953. 

2. Roback, R. A., and Beal, J. M.: Gastroenterology 25:24 
Sept.) 1953. 


Clinical trial packages of Pro-Banthine and the new booklet, ‘‘Case 
Histories of Anticholinergic Action,’ are available on request to... 


P. O. Box 5110-B-12 
Chicago 80, IIlinois 
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aging adjacent tissues with the dose of x-ray required 
for treatment. 

I would agree that many small basal cell cancers 
can be treated just as well by the surgeon as by the 
radiologist and perhaps treated more easily. I think 
the scar resulting from surgery is usually more ob- 
vious than that produced by the radiologist. With 
either treatment, a cure may be expected for most 
lesions. 

Student: Dr. Robinson, would you biopsy a car- 
cinoma of this sort before you treat it, or would you 
excise it and call the excision the biopsy ? 

Dr. Robinson: Whenever the lesion is small and 
we are reasonably sure what it is, we prefer to do an 
excision biopsy and be done with the matter at once. 
But when there is doubt about the diagnosis, as there 
is in this case, it is better to establish the diagnosis 
by biopsy, even at a time when there is fear of spread- 
ing the tumor, because the difference in treatment can 
be marked. However, there are instances in which 
we elect not to do incision biopsies. 

For example, by aspiration biopsy of tumors in the 
parotid region, we have been able to prove the diag- 
nosis often enough to think that we are justified in 
using this procedure. Again, if one suspects a 
melanoma, one doesn’t like to do an incision biopsy 
for fear of spreading the cells via the blood stream. 
When the differential diagnosis rests between basal 
cell and squamous cell carcinoma, I think it is justi- 
fiable to take a piece off the side, including some 
normal tissue, so that sections will show what type of 
cells are growing actively at the edge of the lesion. 
In this patient I think biopsy was certainly justified ; 
if we had thought that this was a squamous cell car- 
cinoma, we would have assumed that the lesion on the 
jaw probably was a metastasis and our treatment 
would have been in error. 

Dr. Johnson: I think that if the information that 
is obtained from biopsy will alter the choice of treat- 
ment, then biopsy should be done. At the Ellis Fischel 
Hospital, we don’t hesitate to biopsy a suspected 
melanoma because, if the lesion proves to be a 
melanoma, the treatment will be different from that 
for a basal cell or squamous cell carcinoma. If the 
lesion is small enough, we do an excision and pri- 
mary closure; but if it is large and would require a 
deep incision for removal, a piece is taken from the 
edge. 

Dr. Friesen: This, at least, is one case in which 
initial impressions are misleading and treatment 
might have been more radical than necessary if the 
diagnosis had not first been established by biopsy. 
This case illustrates the fallacy of assuming that two 
lesions, occurring in the same patient at the same 
time, are necessarily caused by a single disease. 


CHAMBER OF COMMERCE POLICY 


A study of medical care for veterans was advocated 
by the United States Chamber of Commerce at the 
close of its recent meeting. Policy declarations of the 
organization are published in book form, and the 
book this year, in a chapter headed “Economic Secu- 
rity,” includes the paragraph below. 

“The federal government provides for the medical 
care of veterans through federally owned and oper- 
ated hospitals and salaried physicians. The rapid ex- 
pansion of the veteran population and the extent to 
which services are rendered to veterans with non- 
service connected disabilities justify a searching re- 
evaluation of the entire program. A definition of 
‘beneficiary’ that is just both to the veteran and to 
the nation as a whole is urgently needed.” 


TELEVISION PROGRAMS ON THE EYE 


Two new television “‘script-with-film” programs 
featuring current health education information on the 
eye and its functions have been released by the 
A.M.A. for use by county medical societies. Requests 
for the films and scripts are to be addressed to the 
A.M.A. Television Film Library. 

“A Clear Picture’ is the title of the program de- 
voted to the structure of the eye, and ‘““Wonderful 
Spectacle’ describes the functions of glasses and 
lenses. Either can be used as a separate 15-minute 
program or the two may be combined for a single 
presentation. Dr. Brittain F. Payne, New York oph- 
thalmologist, is the film demonstrator. 


GRANTS FOR HEART RESEARCH 


In the first decade of its existence the Life Insur- 
ance Medical Research Fund has given more than 
$7,000,000 for heart research, according to a report 
issued recently by the Institute of Life Insurance. 
Awards for 1955 total $929,400 and include $5,500 
to the University of Kansas School of Medicine for 
research by Dr. Kenneth E. Jochim on effects of 
arteriosclerosis on arterial circulation. 


What is to happen to the derelicts? Although 
tuberculosis occurs in any type, level or stratum, there 
are people especially prone—the dispossessed and the 
defeated, the disintegrated and the defenseless. The 
teacher who cannot get a job because of some x-ray 
shadow ; the young man excluded from industry; the 
man who finds he cannot enter any superannuation 
scheme because of a past history of tuberculosis— 
what are we to do with them?—Harley Williams, 
M.D., Nat. Tuberc. A. Tr., May, 1954. 
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24-hour control 


— for the majority of diabetics 


GLOBIN INSULIN 


‘B.W. 


a clear solution...easy to measure accurately 


Discovered by Reiner, Searle, and Lang 
in The Wellcome Research Laboratories 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. Tuckahoe 7, New York 
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PHYSICIANS’ ACTIVITIES 


Dr. Paul H. Lorhan, of the University of Kan- 
sas Medical Center, was an instructor on the sub- 
ject of “Geriatric Anesthesia” at a November meet- 
ing of the American Society of Anesthesiology in 
Boston. He also participated in two panel discus- 
sions. 


Dr. Glen Q. Street, Jr., Wichita, has been ap- 
pointed part-time medical and psychiatric consultant 
for the Wichita Recovery Center of the Kansas State 
Commission on Alcoholism. 


The Kansas Division of the American Cancer 
Society announces that Dr. J. P. Berger, Wichita, 
is now serving as its president. 


Dr. Mary T. Glassen, Phillipsburg, was recently 
re-elected president of the Kansas Council of Chil- 


dren and Youth. 


The appointment of three new health officers was 
recently announced: Dr. Marita Scimeca, Kiowa, 
for Barber County; Dr. James E. Henshall, Os- 
borne, for Osborne County, and Dr. Willard 
F. Werner, Tribune, for Greeley County. 


Dr. George W. Jackson, director of state 
institutions, Topeka, was recently named to mem- 
bership in the Central Neurology and Psychiatric 
Association. 

Dr. Richard F. Looker, Wichita, addressed 
the Hillsboro Kiwanis Club last month on the sub- 
ject of “Advances in the Diagnosis of Heart Dis- 
ease.” 


Dr. Frederick A. Gans, Salina, has been elected 
to membership in the American Academy of Pediat- 


rics. 


Dr. W. G. Cauble, Wichita, is the author of 
a paper, “Acute Abdominal Pain in Polycythemia,” 
published in the October issue of American Surgeon. 


Dr. William Aldis, who has been practicing 
in Corpus Christi, Texas, since his release from the 
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Navy, has joined the staff of the Newman-Young 
Clinic in Fort Scott. He is a brother of Dr. John 
Aldis and Dr. Henry Aldis, also of Fort Scott. 


Dr. Austin J. Adams spoke on “Functioning in 
the Field of Mental Health” at a recent meeting of 
the Wichita Lions Club. 


Dr. William L. Valk, of the University of Kan- 
sas Medical Center, participated in a panel on renal 
lithiasis at a meeting of the American College of 
Surgeons in Chicago in November. 


A talk on the diagnosis of different kinds of 
tumors was made to the Emporia Kiwanis Club 
recently by Dr. Walter E. Luedtke, Emporia. 


Dr. Tom Taylor, formerly on the staff of the 
sanatorium at Norton, began a residency in internal 
medicine at the Veterans Hospital in Denver on 
January 1. 


Dr. V. J. Brown was discharged from the Air 
Force last month and has returned to his practice in 
Wichita. 


Dr. Richard H. Claiborne, who has been on the 
staff of the Parsons State Training School during the 
past six months, has moved to Baxter Springs and is 
establishing a practice there. He was graduated from 
the University of Kansas School of Medicine in 1953, 
served his internship at William Beaumont Army 
Hospital in El Paso, and then spent a year as a 
medical officer at the White Sands Proving Ground, 
New Mexico. 


Two Wichita physicians, Dr. Mary J. Blood and 
Dr. William F. McGuire, recently became fellows 
of the American Academy of Pediatrics. 


Dr. Robert E. Bodmer, who formerly practiced 
in Coldwater, is now taking a year’s residency in in- 
ternal medicine at the University of Kansas Medical 
Center. 


Dr. John L. Lattimore, Topeka, spoke on meth- 
ods of diagnosing cancer and leukemia at a meeting 
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Adequate nutrition during illness and convalescence is 
essential for recovery whether the patient is managed in 
the hospital or at home. In the latter case, physicians 
often must devote much time to instructing those re- 
sponsible for caring for the sick in good nutritional 
practices. 

“Meal Planning for the Sick and Convalescent” has 
been designed to relieve you of the need for repeating 
over and over again essential dietary facts. This new 
Knox booklet presents in layman’s language the latest 
nutritional applications of proteins, vitamins and min- 
erals, gives practical hints on serving food to adults 
and children, suggests ways to stimulate appetite and 
describes diets from clear liquid to full convalescent. 
Best of all it offers the homemaker for the first time 
detailed daily suggested menus for each type of diet, 


New Booklet Presents 
Latest Facts on Feeding the Sick 


plus 14 pages of tested nourishing recipes. 
If you would like copies of this new timesaving Knox 
booklet for your practice, use the coupon below. 


Chas. B. Knox Gelatine Company, Inc. 
Professional Service Department SJ-13 
Johnstown, N. Y. 


Please send me....... copies of the new Knox 
“Sick and Convalescent” booklet. 


* YOUR NAME AND ADDRESS 
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of doctors of the Hiawatha community on Novem- 
ber 30. 


Dr. John Fulton and Dr. Alfred Tocker, Wich- 
ita, were speakers at a meeting of registered nurses 
held in Wichita last month under the sponsorship of 
the Wichita-Sedgwick County Health Department. 
The subject was “Management of Tuberculosis Pa- 
tients from Medical, Surgical, and Nursing View- 


points.” 


Dr. Karl Menninger, Topeka, was recently hon- 
ored by the National AmVets organization when he 
was presented its fourth annual rehabilitation award 
for his service to veterans. 


Dr. William Dodson, formerly of Kansas City, 
Missouri, is now practicing in Ulysses in association 
with Dr. Marshall Brewer. 


Dr. Charles E. Henneberger, Atwood, has been 
named coroner of Rawlins County to replace Dr. 
Kenneth L. Knuth who is moving from the county. 


Dr. Charles B. Replogle, who has been practicing 
in Ellis, moved to Great Bend last month to practice 
in association with Dr. Donald A. Kendall. Dr. 
Replogle was graduated from the University of Kan- 
sas School of Medicine in 1952. 


Dr. Edgar Johnson, who formerly practiced in 
Kansas City, Missouri, has opened an office in La- 


Cygne. 


Dr. Harlan W. Berthelsen, who formerly prac- 
ticed in Moline and McPherson, is now practicing in 
Howard. 


COUNTY SOCIETIES 


Dr. Charles S. Joss will serve as president-elect of 
the Shawnee County Medical Society as the result of 
an election held in Topeka on December 6. Dr. 
Clyde B. Trees, who took office as president at that 
meeting, will be assisted during the coming year by 
the following: Dr. Dwight Lawson, vice-president ; 
Dr. Clovis Bowen, secretary; Dr. James McClure, 
treasurer. Dr. Dale Dickson has begun a three-year 


term on the board of directors, as has Dr. Lucien R. 
Pyle on the board of censors. Two, Dr. William O. 
Martin and Dr. Robert H. O'Neil, have started two- 
year terms on the medical service board. 

The meeting, at which the doctors’ wives were 
guests, included a dinner, a floor show, and dance. 
Membership in the 85-50 club, composed of physi- 
cians who have reached 85 years of age or have been 
in practice for 50 years, was conferred on Dr. C. S. 
Smith of Rossville and Dr. W. W. Reed. 


Dr. Frank F. Allbritten, Jr., chairman of the de- 
partment of surgery at the University of Kansas 
Medical Center, was guest speaker at a meeting of 
the Sedgwick County Society held in Wichita on De- 
cember 6. His subject was “Cancer of the Lung.” In 
the afternoon he conducted a clinic at St. Joseph Hos- 
pital with Dr. Edward S. Brinton and Dr. John G. 
Shellito as moderators. 


Officers of the Montgomery County Society for 
the year 1956 were elected at a meeting held at the 
Coffeyville Country Club on November 16, and the 
following were named: president, Dr. William R. 
Beine, Coffeyville; vice-president, Dr. William G. 
Chappuie, Independence; secretary, Dr. Virgil E. 
Flanders, Coffeyville, and treasurer, Dr. Gerald C. 
Bates, Independence. The program for the evening 
was presented by Dr. James M. Mott, of the Kansas 
State Board of Health, who discussed skin testing for 
tuberculosis in school children. 


Members of the Labette County Society and its 
auxiliary were guests of Dr. and Mrs. I. Joseph 
Waxse, Oswego, at a dinner at the Waxse home on 
November 9. Separate meetings were held later, and 
the speaker for the doctors’ session was Dr. R. L. 
Ferguson, Joplin, who discussed ‘The Pathology of 
Lymph Nodes.” The group elected the following 
officers for 1956: president, Dr. Arthur P. Burgess, 
Oswego; secretary-treasurer, Dr. V. L. Jackson, Alta- 
mont. 


Thirty members of the Central Kansas Society 
were present at a meeting held in Russell on No- 
vember 17. During the afternoon session Dr. John 
F. Thurlow, Hays, and Dr. Richard L. Dreher, Sa- 
lina, presented scientific papers. A business session 
was held after a dinner, and the following officers 
were elected: president, Dr. John C. Artman, Hays; 
vice-president, Dr. Frank A. Dlabal, Wilson, and 
secretary-treasurer, Dr. Rex C. Belisle, Hays. 


Dr. Donald E. Ray, Chanute, was elected: president 
of the Neosho County Society at a meeting held at 
the Tioga Hotel, Chanute, on November 30. Dr. 
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for a spastic 


i rated relief... TABLETS (yellow, coated), each containing 
integ f 50 mg. hydrochloride 
mild sedation hydrochloride CIBA) and 20 mg. phenobarbital. 
CIBA visceral spasmolysis 
Summit, N. J. mucosal analgesia 
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ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 
February 28, 29, March 1, 2, 1956 


Palmer House, Chicago 


DAILY HALF-HOUR LECTURES BY OUTSTANDING TEACHERS AND SPEAKERS 
on subjects of interest to both general practitioner and specialist 


PANELS ON TIMELY TOPICS TEACHING DEMONSTRATIONS 


SCIENTIFIC EXHIBITS worthy of real study and helpful and time-saving TECHNICAL 
EXHIBITS 


The CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFER. 
ENCE should be a MUST on the calendar of every physician. Plan now to 
attend and make your reservation at the Palmer House. 


a 
4 
i 
4 é | . 
4 q 
| 
& | i 
4 y 
4 f 
= 
{ 
j 
j 
| 
| 
I 
j 
j 
] 
i 
j 
i 
i 
i 
| 
{ 
| 
- 
| | 


34 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Edward E. Long, Humboldt, was named secretary- 
treasurer. The program for the evening, following 
a dinner meeting with the Auxiliary, consisted of a 
paper on mediastinal tumors by Dr. Vernon Berkey, 
Pittsburg. 


Approximately 100 persons were present at a 
Christmas party for members of the Southeast Kan- 
sas Medical Society and their wives at the Columbus 
Country Club on December 8. Dr. Clarence H. 
Benage, Pittsburg, gave a short talk, after which a 
floor show was presented. The dinner menu was 
made up in medical style with scientific terminology 
for the different items served. 


The regular meeting of the Wyandotte County 
Society was held at the Red Cross Building in Kan- 
sas City on December 20. Dr. Alvin Silvers spoke on 
“Hospital Pharmacies.” 


Dr. Robert O. Brown was elected president of the 
Atchison County Society at a meeting held at Atchi- 
son on December 6. The following were chosen to 
assist during 1956: vice-president, Dr. Arthur Whit- 
aker; secretary-treasurer, Dr. Wayne O. Wallace; 
delegate to state meeting, Dr. Edwin T. Wulff; al- 
ternate, Dr. Wallace. 


THE KANSAS PRESS 
LOOKS AT MEDICINE 


Editor's Note. In this section the JouRNAL reproduces 
editorials relating to medicine which have appeared in 
the lay press. An effort is made to include both favor- 
able and unfavorable comments, and the Editorial Board 
in no instance assumes responsibility for the opinions 
expressed. 


BACKWARD, TURN BACKWARD 


To one whose memory goes back to the turn of 
the century or a little before, the harangue of the 
pitch men on radio and television as they hawk their 
medicinal concoctions is very similar to the old-time 
medicine shows which peddled nostrums guaranteed 
to cure most everything with which human beings 
are afflicted. 

That was away back when Old Dr. Munyon, with 
his index finger pointing upward, Kickapoo Indian 
Sagwa, Payne’s Celery Compound, and Sloane’s Lini- 
ment, good for man or beast, was apt to be found in 
every medicine chest. In every drug store were Pink 
Pills for Pale People—now called vitamins and 
“guaranteed to make you feel better fast’—Glover’s 
Hair Restorer, Sweet Caporal cigarettes with their 
risque pictures, snuff, flaxseed poultices and Lydia 
Pinkham’s Compound. The latter was for womenfolks 


and its use was not fully understood by the boys who 
wondered why it was the only medicine with which 
they were not rubbed or dosed. 

The Winchester calendars were in thousands of 
homes. Two big companies had a monopoly with Star 
and Horseshoe spitting tobacco until old Battleax 
plug came along and almost cornered the market 
with its cut price. For domestic treatments mom gave 
the kids pumpkin seed tea for worms, tied an old 
sock around their necks for throat, put an onion bag 
on their chests for croup and tied a bag of asafoetida 
about their necks to keep infectious diseases away. 

Other standbys were Ayers Cherry Pectoral, good 
for whooping cough, croup, sore throat, colds and 
lung trouble peculiar to children. Dr. Owens Electric 
Belt, with its mixture of copper and zinc plates, was 
a cure for rheumatism, lumbago, nervous debility, 
sexual exhaustion and indiscretions. Piso’s Cure for 
Consumption—-now called tuberculosis—was a sure 
cure and could be administered without the help of a 
TB association, while Ely’s Cream Balm was a cure 
for catarrh, hay fever, cold in the head and deafness, 
and cost only 50 cents. On the label of DeWitt’s 
Little Early Risers was the assertion that “If you are 
not bright, these pill will make you so.” 

That was before the days of the medical specialist 
and a doctor did everything for $2, win, lose or 
draw. But $2 could be an extravagance then and no 
doctor was called so long as the patient was conscious 
and had been rubbed with so many things that he 
was liniment-logged when the doctor arrived. 

One hesitates to think what the old-time doctor 
(?), with his Prince Albert coat, his stove-pipe hat 
and his long black string tie, standing on the plat- 
form of his free medicine show with a smoking kero- 
sene torch at each corner, could do today if he could 
make his pitch over the radio or television. But be 
it said to his credit, he didn’t act like a confidence 
man, put on a synthetic smile and wheedle his way 
into your home with a lota bull, bunc and baloney. 
—F. J]. C., Kingman Leader-Courier, December 2, 
1955. 


NEVADA SOCIETY INSURES ATTENDANCE 


A measure to increase attendance at its meetings 
was recently adopted by the medical society in 
Washoe County, Nevada, in the form of a by-law 
applying to all physicians on its roster. It reads, 
“Each doctor shall attend 50 per cent of the meet- 
ings of the Washoe County Medical Society, with 
the exception of doctors who are 50 years of age or 
older with 10 years attendance at the meetings, or 
55 years of age with five years attendance.” Penalty 
for nonattendance is $100 with the possibility of 
suspension or expulsion for two consecutive years 
of nonattendance. 
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As a tranquilizing agent in office practice, 
Raudixin produces a calming effect, usually 
free of lethargy and hangover and without the 
loss of alertness often associated with barbi- 
turate sedation. It does not significantly lower 
the blood pressure of normotensive patients. 


In hypertension, Raudixin produces a 
gradual, sustained lowering of blood pres- 
sure. In addition, its mild bradycardic effect 
helps reduce the work load of the heart. 


Less likely to produce depression 

Less likely to produce Parkinson-like symptoms 

Causes no liver dysfunction 

No serial blood counts necessary during maintenance therapy 


Raudixin is not habit-forming; the hazard 
of overdosage is virtually absent. Tolerance R, 
and cumulation have not been reported. Se 


Raudixin supplies the total activity of the 
whole rauwolfia root, accurately standard- 1K. 

ized by a rigorous series of test methods. / 0° f 09 
The total activity of Raudixin is not ac- p ji” j LU 
counted for by its reserpine content alone. 4: / 


Supply: 50 mg. and 100 mg. tablets, bottles Guy ‘ 
of 100 and 1000. 


*Ataractic, from ataraxia: calmness untroubled by mental or emotional 


excitation. (Use of term suggested by Dr. Howard Fabing at a recent 
meeting of the American Psychiatric Association.) SQUIBB 


*navocun’® 16 A TRADEMARE 


35 


ay 
j 
i 
. * 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


DEATH NOTICES 


THOMAS GROVER ORR, SR., M.D. 


Dr. Thomas G. Orr, 71, professor emeritus 
at the University of Kansas School of Medicine, 
died on November 19 after suffering a heart 
attack. From 1924 to 1949 he had served as 
professor of surgery and chairman of the de- 
partment of surgery at the school. 

A graduate of Johns Hopkins University 
School of Medicine in 1910, Dr. Orr came to 
this area in 1915 and engaged in private surgi- 
cal practice before affiliating with the medical 
school. He was a diplomate of the American 
Board of Surgery, a fellow of the American 
College of Surgeons, and a member of the 
American Surgical Association and the West- 
ern Surgical Association. He also served as edi- 
tor of American Surgeon. During World War 
II he was an officer in the Army medical corps. 


RAYMOND JOSEPH LEIKER, M.D. 


A coronary occlusion on November 22 
brought death to Dr. Raymond J. Leiker, 52, 
at his home in Great Bend. A. member of the 
Barton County Medical Society, Dr. Leiker had 
practiced in Great Bend since 1937. He was 
graduated from St. Louis University School of 
Medicine in 1929 and began practice in Ellin- 
wood in 1931, remaining there until 1937. He 
served in the Army medical corps during 
World War II. 


BerT ELBA MILLER, M.D. 


Dr. B. E. Miller, 75, a member of the Mor- 
ris County Society, died at Council Grove on 
November 26. Had he lived until spring, he 
would have completed 50 years of practice in 
Council Grove, and the community was plan- 
ning a “Dr. Miller Day” in his honor. He was 
a graduate of the University Medical College 
of Kansas City with the class of 1905. 


RALPH R. CLutTz, M.D. 


Dr. Ralph R. Clutz, 78, who had practiced for 
55 years, died at an Atchison hospital on No- 
vember 30 after an extended illness. He was 
graduated from Kansas City Medical College 
in 1900 and began practice in Bendena in 1902, 


remaining there until his illness. He had served 
two terms as health officer for Doniphan Coun- 
ty. Dr. Clutz was an honorary member of the 
Doniphan County Medical Society. 


Louis BOUCHER GLOYNE, M.D. 


Dr. Louis B. Gloyne, 62, a physician in Kan- 
sas City for 37 years, died at Bethany Hospital 
there on December 8. He was graduated from 
the University of Kansas School of Medicine 
in 1918, served his internship at St. Margaret's 
Hospital in Kansas City, and then began pri- 
vate practice. In 1926 he went to Vienna for a 
postgraduate course in surgery. 

Dr. Gloyne was active in medical society 
affairs throughout his professional life. He had 
served a term as president of the Wyandotte 
County Medical Society, of which he later be- 
came an honorary member, had been on the 
Council of the Kansas Medical Society, and had 
been a member of various committees. He was 
one of the organizers and a past president of 
the Kansas Academy of General Practice. 

A son, Dz. Howard F. Gloyne, Kansas City, 
is among the survivors. 


CHARLES HENRY LERRIGO, M.D. 


Dr. C. H. Lerrigo, 83, an organizer of the 
Kansas Tuberculosis and Health Association, 
died in Sylacauge, Alabama, on December 4. 
He was born in England and came to Kansas 
in 1886. In 1900 he was graduated from the 
Homeopath Medical College in St. Louis, and 
in 1901 he opened an office in Topeka. His 
career in public health work began in 1905 
when he was appointed to the Kansas State 
Board of Health, and he continued in that ca- 
pacity for 18 years. The Kansas Society for 
the Study and Prevention of Tuberculosis was 
organized under his direction, and he served 
as one of its officers from 1908 to 1919. Dur- 
ing World War I he served overseas as com- 
manding officer of the Washburn Ambulance 
Company with the rank of major. In 1922 he 
became secretary of the Kansas Tuberculosis 
and Health Association, continuing in that 
position until his retirement in 1947 and as 
editor of Health Education in Kansas until 
1952. 
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Encephalomyelitis 


The Problem It Presents in the United States 


DALE W. ANDERSON, M.D., Phoenix, Arizona 


INTRODUCTION 


It is only recently that physicians have become in- 
terested in encephalitides as important disease entities. 
An analysis of factual knowledge concerning these 
diseases seems pertinent at present. Even though 
viral encephalitides have world wide distribution, the 
disease occurs with sufficient frequency in this coun- 
try to limit the discussion to various aspects of en- 
cephalitis in the United States. 

If one is to review encephalitis, certain basic prem- 
ises must be understood. First, encephalitis is a 
descriptive term denoting a pathological or clinical 
syndrome which is unrelated to etiology. It is known 
that a number’ of infectious, toxic and allergenic 
agents are capable of producing an inflammation of 
the brain, i.e., encephalitis. In this report, the dis- 
cussion will be limited to common infectious en- 
cephalitides defined as ‘‘Arthropod-borne virus en- 
cephalitides.’” The encephalitides arising secondarily 
from infections such as mumps, measles, vaccinia, 
and influenza, or resulting from toxins and allergens, 
will not be discussed. Poliomyelitis will be considered 
only from the viewpoint of differential diagnosis. 


HISTORY 


Reports of epidemics of encephalitis have appeared 
since 1871. In 1934, Hayaski isolated a viral agent 
during one of these epidemics. The disease entity he 
was studying is now known as Japanese B. encepha- 
litis." 

In 1917 and 1918, an epidemic in Australia 
brought the problem to world notice when J. B. 
Cleland and collaborators reported a disease entity 
called Australian ‘“X”’ disease and proved an arthro- 
pod-borne neurotropic virus to be its cause. This dis- 
ease is now known as Murray Valley encephalitis be- 
cause of its prominence in this location, and it has 
been shown to be closely related to Japanese B En- 
cephalitis.? In 1930, Meyer, Hering and Howitt, in 
the Central Valley of California, isolated a virus 
from the brain tissue of horses with encephalitis. 
Two years later Meyer reported the possibility that 
this virus might also be causing disease in humans.* 


This is one of 11 theses, written by fourth year students 
at the University of Kansas School of Medicine, selected for 
publication by the Editorial Board from a group judged 
to be the best by the faculty at the school. Dr. Anderson is 
now serving his internship at Good Samaritan Hospital, 
Phoenix, Arizona. 
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Finally, in 1938, the virus causing the disease known 
as western equine encephalitis was recovered from 
human tissue by Howitt.* 

In 1932 an epidemic of encephalitis was reported 
in Paris, Illinois. It reappeared in 1933 in St. Louis 
and Kansas City, Missouri. At this time Muckenfus, 
Armstrong and McCordock isolated the virus of St. 
Louis encephalitis. In 1933 Ten Broeck and Merrill 
recognized encephalitis in horses in the eastern states, 


SUMMARY 


It has been pointed out that the arthro- 
pod-borne encephalitides are impor- 
tant because of increasing public inter- 
est, lack of trained personnel to control 
local epidemics, and an epidemiology 
which is not clearly understood. The 
encephalitides may become more preva- 
lent because of increased vector popula- 
tion stemming from development of 
agricultural irrigation projects in en- 
demic areas. Clinical aspects of the 
problem such as diagnosis, treatment, 
and prognosis have been discussed with 
emphasis on methods by which the clini- 
cian and specialized personnel may co- 
operate with one another. The clinician 
can cooperate best by reporting his 
patients and making available material 
for immunological studies. This enables 
the specialist to enlighten physicians as 
to the epidemiology and future control 
of the encephalitides. 


and in the same year Sittner and Shakan isolated the 
virus from horses.'! Then in 1938 Fothergill and col- 
laborators® first isolated the virus of eastern equine 
encephalitis from a human patient, and soon after- 
wards Webster and Wright® isolated the virus from 
another human being. 

Simultaneously with these discoveries, other arthro- 
pod-borne viruses were incriminated as causative 
agents of encephalitis in many parts of the world. 
At present, almost every geographical area has a par- 
ticular viral disease entity such as Venezuelan equine 
encephalitis, Russian far eastern encephalitis, west 
Nile encephalitis, and louping ill in the British Isles. 
Only eastern equine, western equine, and St. Louis 
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encephalitis are of major importance in the United 
States.’ 
CLINICAL PICTURE 


In the encephalitides, there are no signs or symp- 
toms which enable one to distinguish between various 
types. At the onset, many of the signs and symptoms 
are systemic in character and mimic those commonly 
associated with an upper respiratory infection. There- 
fore, only in those geographical areas during the sea- 
son when the disease is endemic or epidemic does the 
clinical picture have definite meaning to the clini- 
cian first seeing the patient.* 

Cases may be divided into clinical and subclinical 
entities. Clinical cases are either abortive, mild, or 
severe. The disease progresses through various phases: 
prodromal, acute febrile, and convalescent. The onset 
may be violent or insidious. The incubation period is 
estimated to vary between 4 and 21 days. Initially, 
during the first four days, the only symptoms may be 
headache, tinnitus, malaise, gastrointestinal disturb- 
ances, drowsiness, and mild fever.! Additional symp- 
toms which may appear the third or fourth day are 
muscle pains, conjunctivitis, photophobia and nuchal 
rigidity.® At this time restlessness and irritability are 
seen commonly in children.1° 

An abortive case may occur in which the above 
symptoms are the only ones to be detected. In such 
an instance the clinician could only speculate as to 
the cause. However, the disease process may progress 
to the acute febrile phase which lasts from one to 
three weeks and consists of increasingly high fever 
ranging from 101° to 106° F. with development of 
a fluxuant, changing neurological picture. Prominent 
symptoms include severe headache, lethargy, vertigo, 
and mental confusion. 

Among the neurological signs which are extremely 
variable are tremors, stiff back, diplopia, reflex 
changes, paralysis, delirium, convulsions, stupor, and 
coma.'! In one study involuntary tremors, particularly 
in the hands in adults, occurred in 50 per cent of the 
cases.® Paralysis occurs only in approximately 15 per 
cent of the cases.1 Convulsions which are common in 
children are usually of the grand mal type. However, 
in adults, the Jacksonian type of convulsion predom- 
inates."1 In infants one may see a tense fontanelle 
and cyanosis.’ The relative frequency with which 
these signs and symptoms may occur is seen in Ta- 
ble 

LABORATORY FINDINGS 


In encephalitis, positive routine laboratory data are 
obtained by studying patients’ blood and spinal fluid. 
The findings give no indication as to the type of 
encephalitis or its severity.1! Commonly, there is an 
increase in the white blood cell count to a level vary- 
ing from 10,000 to 16,000 per cu. mm. in which 70 


to 90 per cent are polymorphonuclear leucocytes. 
Lymphocytes may increase in the later stages of the 
disease.'* In one study, there was indication that a 
lymphocytic rise does not occur readily in individuals 


TABLE I 


The Incidence of Signs and Symptoms in 66 Cases of 
Encephalitis in Central Valley, California 
During 1945, 1946, 1947.8 


Signs and Frequency 
Symptoms (No. Cases) 
Lethatgy Of Drowsiness: 41 
Nausea and Vomiting .................. 38 
1 


under two years of age."! In 1938, during an epi- 
demic of eastern equine encephalitis in Massachu- 
setts, white cell counts ranged from 14,600 to 65,900, 
but all patients with cell counts above 35,000 were 
found to have pertussis.1° 

Spinal fluid studies are helpful to the clinician. 
The spinal fluid may have a “ground glass” appear- 
ance with an increased white cell count within the 
first two days of the illness in 90 per cent of the 
cases. The number of cells may vary from 25 to 
1,000 per cu. mm. Counts over 200 are rare, and 
counts less than 100 are found in the majority of 
cases.° Polymorphonuclear leucocytes usually pre- 
dominate, varying from 50 to 75 per cent with a later 
increase in lymphocytes the second or third weeks of 
illness.12 No red blood cells are seen. Initially the 
total protein can be normal or slightly elevated. Most 
of the time there is a gradual increase of protein 
which does not exceed 100 mg. per 100 cc., the usual 
being 60 to 70 mg. per 100 cc.* The globulin frac- 
tion is increased four plus.’? 

In a report of 42 cases of western equine encepha- 
litis, Cohen et al. found the protein to be of normal 
concentration in 34 per cent and elevated in 66 per 
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cent of the cases.1! Other spinal fluid findings such 
as sugar and a chloride determination and specific 
syphilitic tests will be normal. Colloidal gold may 
show minor abnormality if the protein content of 
the spinal fluid is high, but this is not a common 
finding.® 

PATHOLOGICAL PICTURE 


As in all viral diseases, the basic lesion appears in 
the infected cell. In encephalitis this cell is the 
neuron. The areas of the central nervous system in 
which lesions are most commonly found are thala- 
mus, striate body nuclei, Purkinje and molecular 
cells of the cerebellar cortex, and the cerebral cortex. 

In response to neuronal injury and death, microg- 
lia collect around the neurons forming microglial 
nests which can be seen upon microscopic examina- 
tion. When damage is severe, these nests may co- 
alesce and appear grossly as sharply demarcated 
spongy amorphous lesions of necrosing cellular ma- 
terial. Perivascular infiltration by lymphocytes is seen 
also. Calcium deposition in the brain parenchyma 
and blood vessel walls has been described in chronic 
cases, but this is rare.1% 


DIFFERENTIAL DIAGNOSIS 


Differentiation among the various types of en- 
cephalitis is difficult and among the arthropod-borne 
encephalitides can be made only by immunological 
means. This requires long, specialized techniques not 
readily available to every clinician, so they are as yet 
of no practical therapeutic value. However, these 
techniques are of practical value in making a differen- 
tial diagnosis. Meyer suggested cases of mild en- 
cephalitis might be diagnosed and reported inaccu- 
rately as non-paralytic poliomyelitis.12 Headaches, 
fever, nuchal rigidity, and similar seasonal incidence 
occur in both poliomyelitis and the primary en- 
cephalitides. Lethargy or drowsiness are seen more 
often in the primary encephalitides, while lower mo- 
tor neuron weakness with absent reflexes is seen 
more frequently in poliomyelitis. However, it must 
be remembered that in any deeply lethargic or coma- 
tose patient, reflexes will be absent. In general, ab- 
sence of involvement of higher centers in the nervous 
system and predominance of spinal cord signs favor 
the diagnosis of poliomyelitis.® 

Distinguishing between arthropod-borne enceph- 
alitides and encephalitides secondary to other infec- 
tions rests solely on the presence or absence of a his- 
tory of previous exanthem, vaccination, or on im- 
munological studies. Secondary encephalitides as a 
rule occur in late fall, winter, or early spring 
months, while arthropod-borne encephalitides occur 
in late spring, summer, and early fall months.* 
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IMMU NOLOGY 


The most important aspects in establishing a spe- 
cific etiology in arthropod-borne encephalitides are 
concerned with serological studies on the patients’ 
serum.® Various attempts in isolation of the virus 
from blood, feces, and nervous tissue have been suc- 
cessful, but these types of studies are too detailed for 
routine use.1* The two serological studies which are 
used mainly ate the complement fixation and the 
neutralization tests. The techniques of these tests are 
complicated, but in principle they are relatively sim- 
ple. 

The complement fixation test is based on the abil- 
ity of a specific antigen-antibody reaction to fix known 
complement. When sheep red blood cells and specif- 
ic antibody for these cells are added, hemolysis will 
result unless the complement has been removed by 
the previous antigen-antibody reaction.'® 

The neutralization test depends on the ability of a 
specific antibody to neutralize a virus when inoculated 
simultaneously into a susceptible host. Quantitative 
results are obtained by titrating known sera against 
unknown sera.1° These specific serological tests now 
are possible for eastern equine, western equine, St. 
Louis, Japanese B, Venezuelan equine, Russian tick- 
borne encephalitis and other encephalitides of viral 
etiology.® 

It is important for the clinician to know how and 
when to obtain blood specimens for these tests. Posi- 
tive diagnosis of active infection in a patient requires 
the demonstration of a significant rise in antibody 
titer in at least two blood samples. The first specimen 
should be drawn as nearly as possible after onset of 
the illness. The second specimen should be obtained 
from 7 to 21 days later, depending on duration of 
the illness and rate of recovery. If the duration of 
illness is short, the second specimen should be drawn 
seven days later; if the illness is long, the second 
specimen should be obtained at the height of the 
illness. The specimens should consist of 10 cc. sterile 
quantities of whole blood which should be kept at 
non-freezing refrigeration until shipment to the 
laboratory. Blood samples should always be drawn 
in suspected cases because of the importance for 
epidemiological studies and prevention of encephali- 
tides, even though no practical therapeutic aid is 
gained from them.® 

Immunological studies have revealed differences in 
antibody responses among the specific encephalitides. 
Both neutralizing and complement fixing antibodies 
begin to develop at the onset of the disease and 
reach a high titer at the end of the first week in 
western and eastern equine encephalitides.1 In St. 
Louis encephalitis, the antibodies rise much more 
slowly and do not reach high titers for several 
weeks.12 In Japanese B encephalitis, neutralizing 
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antibodies appear from the third to 14th day of ill- 
ness while complement fixing antibodies appear from 
the fifth day to the fifth month. There is some indi- 
cation that neutralizing antibodies are present longer 
than complement fixing antibodies; the former may 
last from four years to life, the latter for only one to 
three years.’ It is of interest that patients with Jap- 
anese B encephalitis may show an anamnestic re- 
sponse. Patients having only neutralizing antibodies 
present will show a considerable rise in complement 
fixing antibodies after a minimal stimulating dose of 
Japanese B vaccine.'* 

As an example of the results of the immunologi- 
cal studies on a series of suspected encephalitis pa- 
tients, a report of 90 such cases in Kern County, 
California, occurring between June to September of 
1952, is cited. Among the 90 cases studied, 42 had 
positive tests for western equine encephalitis, 4 for 
St. Louis, 9 for mumps encephalitis, and 35 were 
negative to all tests. The patients within the latter 
group were diagnosed as having either non-paralytic 
poliomyelitis or were presumed to have had some 
type of arthropod-borne encephalitis.‘ The percent- 
age of positive results in the antibody studies reported 
by Howitt varied from 26 to 95.18 Negative tests 
are still to be explained in patients with clinical 
encephalitis. One could postulate that other viruses, 
not isolated yet, are the cause of illness in such pa- 
tients. It is the author's suggestion that a virus re- 
lated to the psittacosis-lympho granuloma venereum 
group could be incriminated in the above cases. Such 
a virus has been found as the etiologic agent of 16 
epidemics of bovine encephalitis from 1948 to 1952 
in the western United States.1® 


STATISTICS 


Analysis of the reported vital statistics in the en- 
cephalitides can give the physician an idea as to the 
prognosis of his patient. The incidence of disease 
with reference to age and sex of the patients depends 
on environmental factors affecting exposure. There 
is no characteristic age or sex incidence for any one 
of these diseases; therefore, the greatest insight can 
be gained by analysis of the classical epidemics re- 
ported for each encephalitis. In general it can be 
stated that variation in fatality is partly dependent 
on age incidence, being greater in the higher age 
groups.*° 

In western equine encephalitis, the majority of 
patients are males, 20 to 50 years of age, who work 
outdoors.' In recent small sporadic epidemics, the 
highest incidence has been in infancy, the lowest in 
the 5- to 12-year group, and a moderately high in- 
cidence in the 15- to 50-year group. In Pineal Coun- 
ty, Arizona, in 1941 an epidemic consisting of 18 
cases of St. Louis and western equine encephalitis was 
reported in which 50 per cent of the patients were 
under 1.2 or 1 to 2 years of age.® 


The mortality rate in epidemics of western and St. 
Louis encephalitis appears to be between 5 to 20 
per cent in the mid-west.*! A severe epidemic of 
western equine encephalitis reported in 1941 in 
North Dakota, Minnesota, and neighboring Canada, 
consisting of approximately 3,000 cases, had a mor- 
tality rate of 8 to 15 per cent.?? In a California epi- 
demic of St. Louis and western equine encephalitis in 
1952, consisting of 727 cases, 51 deaths were re- 
ported.** 

Epidemics of eastern equine encephalitis have oc- 
curred infrequently. The first reported epidemic oc- 
curred in eastern Massachusetts in 1938 with a total 
of 39 cases in which an over all mortality of 65 per 
cent was seen. Sixty-five per cent of the cases were 
in patients under 10 years of age with equal sex 
distribution.** A sporadic epidemic occurred in south- 
ern Louisiana in 1947 with a 70 per cent mortality 
rate. Of the 10 cases reported, 7 were in patients 
under 10 years of age. In 1951, an epidemic of 13 
cases occurred in the Yaque River Basin in Canada. 
The majority of cases were in patients under 5 years 
of age with 9 deaths reported.*® 

Statistics reported from countries other than the 
United States have been similar. Japanese B en- 
cephalitis in recent years is reported to have a mor- 
tality rate of approximately 28 to 35 per cent with 
the greatest age incidence in the 5- to 9-year old 
groups. Murray Valley encephalitis in Australia has 
a mortality rate of approximately 70 per cent, and 
the greatest incidence is in the 0 to 5-year group.* 
Russian Far Eastern encephalitis has a mortality rate 
of 30 per cent.?* 

Buss and Eaton made a report of mortality rates 
of poliomyelitis and the encephalitides in Kern 
County, California, between 1941 to 1950. Their 
report showed that the mortality rates are similar, 
but the number of cases of poliomyelitis was greater 
than those of encephalitides. The great difference 
between poliomyelitis and the encephalitides lies in 
the sequelae or neurological residuals resulting from 
such infections. In poliomyelitis, sequelae consist of 
partial or complete paralysis of the lower motor 
neuron type, while those of the encephalitides con- 
sist of upper motor neuron deficit. Sequelae in the 
encephalitides appear in 10 to 40 per cent of cases, 
depending on the age group involved. Very young 
patients have more sequelae than those in older age 
groups.' Residuals consist of emotional instability, 
mental retardation, hydrocephalus, epileptiform seiz- 
ures, tremors, weakness, Parkinsonism, and frank 
paralysis.° Decerebrate rigidity has been reported. 
As in poliomyelitis, these sequelae are the most 
feared result of such infections. 


TREATMENT 


Specific treatment for the encephalitides has not 
been forthcoming as have antibiotics for bacterial 
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infections. Therefore, therapy is entirely symptomatic. 
Salicylates should be used freely for control of tem- 
perature elevations.'' There is no specific indication 
for the use of antibiotics or sulfonamides, because 
at present, no antibiotic has been shown effective 
against viruses. These drugs should be used to con- 
trol intercurrent infections. Convulsions can be con- 
trolled by the usual anti-convulsive drugs. Pheno- 
barbital in one-half to one grain doses, three or four 
times a day, adding 32 to 65 mg. of dilantin one to 
four times a day as indicated, is usually adequate for 
control. The lethargic or comatose patient will re- 
quire around the clock nursing care.* 

Muscle spasm or spasticity can be treated with 
hot packs or a modified Kenny treatment. Spastic 
paralysis requires active and passive physiotherapy 
in severe cases.!* 

Maintenance therapy is of extreme importance. 
The physician should pay special attention to proper 
fluid balance, caloric intake, care of incontinence 
with indwelling catheters, and avoidance of decubi- 
tus ulcers by frequent movement of the patient.‘ 
Ascorbic acid, even in large dosages, has been of 
little value." 

Recently, because the utilization of ACTH and 
cortisone has produced some beneficial effects in 
acute allergic disseminated encephalitis, these hor- 
mones have been tried in the viral encephalitides.?* 
Clinical and experimental evidence pointing to the 
fact that fatigue, chilling, or pregnancy lowers re- 
sistance and increases paralysis in poliomyelitis, has 
led to the thought that the stress reaction may play 
a part in the viral encephalitides. This has not proved 
to be the case, however, since both experimental and 
clinical studies with these drugs have produced nega- 
tive results.?* 

Immune serum has been given clinical trials, but 
it has proved valueless if it is begun after the onset 
of definite clinical symptoms. Passive immunization 
with specific anti-serum is being used experimentally 
in animals but not as yet in humans.’? Active im- 
munization with a formalinized inactivated virus is 
now possible. For several years veterinarians have 
used a formalinized chick embryo vaccine in horses, 
approved by the United States Bureau of Animal In- 
dustry.1? Vaccination in horses has not appeared to 
reduce the disease in man.?° 

Although vaccines are available commercially for 
eastern equine, western equine, and St. Louis en- 


cephalitis, at present they are used only for people 
heavily exposed to these agents in the laboratory.*° 
Public use is impractical because of cost, temporary 
immunity, and relatively low clinical attack rate as 
compared with inapparent infection rate.’ Practical 
vaccination does seem promising because Hammon 
has isolated a strain of virus which has the antigenic 
characteristics of western equine, eastern equine and 
St. Louis encephalitis viruses. From this finding he 
postulates that there is a stem virus from which 
these three viruses arose, and if the stem virus is 
found, this virus could be utilized for preparation 
of a vaccine for the three most prevalent encepha- 
litides in the United States.?° 


EPIDEMIOLOGY 


All the arthropod-borne encephalitides have been 
found to have a common epidemiological pattern 
(not identical). The virus is transmitted to humans 
through an arthropod vector such as the mosquito. 
Ticks and mites have also been shown to be vectors. 
There is a correlation between the number of human 
cases, positive mosquito pools, and equine cases.* 
Nearly every severe epidemic in humans has been 
preceded by an epidemic in horses in the same area. 
It is thought that the natural epidemiological cycle 
for these diseases is as follows: 

Wild Mammals — Vector 


v 
Vector <— Wild Mammals 


Humans and equines enter the cycle accidentally. 

The geographical distribution of the three viral 
encephalitides in the United States differs some- 
what. Western equine encephalitis appears in all 
states west of the Mississippi River, as far east as 
Michigan in the north, and Alabama and Florida 
in the south. The virus has not been found in an 
area when it has not been present in the equine 
population also. St. Louis encephalitis is known to 
be present in the Pacific Coast area, the southwest- 
ern, and midwestern states. Our knowledge of its 
distribution is limited because of the lack of equine 
infection. Eastern equine encephalitis is distributed 
along the eastern seaboard to New England in the 
north, Florida in the south, and as far west as 
Michigan in the north and Texas in the south. Again, 
equines are helpful in the study of the virus.’ This 
is the only virus of the three reported outside the 


Nationally advertised Surgical Supplies and Equipment for your convenience at 
Topeka, Joplin, Kansas City, St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


4 
| 
| 
t 
} i 
| : 
j 
| 
| 
| 
— 
— 
i, 
| 
a 
{j 
i 
4 
| 
| 
big 
koe 
{ 


RAPIDLY EFFECTIVE 

BROAD-SPECTRUM ANTIBIOTIC THERAPY 
. «WELL TOLERATED . 

BY THE INTRAMUSCULAR ROUTE 


“IN CHILDREN, GASTROENTERITIS, CROUP, 
MENINGITIS, AND INFECTIONS COMPLICATING 
CERTAIN SURGICAL CONDITIONS MAY BE 
ADEQUATELY TREATED BY ITS USE AND IT IS 
...[A] DRUG OF CHOICE WHEN ORAL 
MEDICATION IS NOT POSSIBLE." 


"Schaefer, F. H.: Ohio State M. J. 51:347 (April) 1955, 


TERRAMYCIN INTRAMUSCULAR 
Single-dose vials ptoviding 


100 mg. efystalline oxytetracycline 
rochloride, 5 per cent 
Gnestum chloride and gent. 
procaine hydrochloride. 


Division, Chas. 


q 
PFIZER LABORATORIES, to 


50 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Temperate Zone.*° Both western equine and St. 
Louis viruses are commonly found in the same states, 
but only four states harbor all three viruses: Texas, 
Alabama, Michigan, and Arkansas.** 

Several features are common to all areas where 
the encephalitides are present. All have high sum- 
mer temperatures with moderate temperatures in the 
winter and springtime.?* Seasonal rains are heavy 
with intermittent flooding, or irrigation is common. 
Large numbers of mosquitoes are present at least 
every few years.2° Epidemics appear when there are 
increased demands for irrigation or when heavy 
rainy seasons increase the vector population.* 

The greatest incidence of infection is seen in 
small towns and rural and suburban areas while the 
centers of large cities are relatively free of these in- 
fections.*° In antibody studies to detect subclinical 
infections, the highest incidence of antibodies is 
found near towns, with decreasing numbers of posi- 
tive sera being found as one moves away from the 
towns.*® It was also noted that the number of posi- 
tive serums among normal individuals increased with 
extended residency in the endemic areas but not with 
age.*° Positive sera for more than one virus and 
poliomyelitis were obtained in numerous persons.'* 

Vectors for the encephalitides consist of blood- 
sucking arthropods. Three genera of mosquitoes, 
Culex, Aedes, and Culiseta, have been incriminated. 
Culex is the genus considered most important in the 
United States.’ Bird parasites such as ticks, mites, 
and lice harbor the virus. Although mites have not 
been studied extensively, they are interesting in that 
the virus is transmitted trans-ovarially in chicken 
mites.*° 

Much energy has been expended in the search for 
a natural reservoir host for the viruses. During the 
search many wild and domestic fowls and mam- 
mals have been incriminated by antibody studies. 
Among animals shown to have antibodies present 
are chickens, ducks, doves, pigeons, English spar- 
rows, cowbirds, blackbirds, pheasants, squirrels, rab- 
bits, and horses. From this evidence, it appears that 
birds are the most important vertebrate reservoirs for 
viral agents causing encephalitis. It is of interest to 
note the low incidence of antibodies in animals 
studied in the midwest, as opposed to other areas.*° 
This may be an indication that the true reservoir host 
in the midwest has not been found.** 
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PROGRAM IN ADMINISTRATIVE PSYCHIATRY 


An experimental training program in psychiatric 
hospital administration has been initiated at the Men- 
ninger Foundation, Topeka, with cooperation from 
Winter Veterans Administration Hospital and Topeka 
State Hospital. 

The program is the first to provide a one-year for- 
mal training period required by the American Psy- 
chiatric Association which, in 1953, issued standards. 
for examining and certifying medical hospital ad- 
ministrators. The association has granted temporary 
approval to the program for a period of two years, 
after which it will be reviewed. 

Dr. R. C. Anderson, manager of Winter Hospital, 
is director of the program. 

Physicians may secure further information from 
Mr. John R. Malban at the Menninger Foundation. 


CATALOGUE AVAILABLE 


A revised list of films available through the A.M.A. 
motion picture library has been prepared and copies 
are available upon request from the Committee on 
Motion Pictures and Medical Television of the 
American Medical Association. This catalogue lists 
83 medical films suitable for showing to medical so- 
cieties, hospital staff meetings, and other scientific 
groups. The catalogue also includes 36 health films 
of interest to physicians who may be called upon to 
speak before lay audiences such as service organiza- 
tions and Parent-Teachers’ Associations. 


Today's Health is a magazine that should be found 
in the reception room of every physician. Subscrip- 
tions are available through any member of the Wom- 
an’s Auxiliary to the Kansas Medical Society. 
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4911 East 27th St. 
Kansas City, Mo. 


Rates reasonable. In 
certain cases work given 
to reduce expenses. 
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Private sanitarium with 


Surgical Supports, Deformity 
Braces, Trusses, Polio Splints, 
Elastic Hose 


Wheel Chairs—Hospital Beds—Invalid Walk- 
ers—Sick Room Equipment 


* PETRO'S SURGICAL AND x 
ORTHOPEDIC APPLIANCES 


618-20 Quincy Topeka, Kans. Phone 40207 


The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


x * 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


EXCLUSIVELY 
SINCE 


TOPEKA Office: 
J. E. McCurdy, Rep., 
1035 Randolph Avenue, 
Telephone 2-3027 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — _ El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 


= 
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fi 
ne — charge. All adoptions 
arranged through juve- 
nile court. Early en- 4 
trance advised. 
Form Wayne,INDIANA, * 
| Lhe doctors mod secure 
PROFESSIONAL PROTECTION 
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WE CORDIALLY INVITE YOUR INQUIRY 
for application for membership which affords 
protection against loss of income from accident 
and sickness (accidental death, too) as well as 
benefits for hospital expenses for you and all your 
eligible dependents. 


PHYSICIANS 
SURGEONS © 


nae. 000 PAID FOR BENEFITS 


CHLORDANE POISONING 

The Committee on Pesticides of the A.M.A. has 
issued a warning on the danger of poisoning by 
chiordane, an agricultural and household insecticide 
used to combat grasshoppers, ants, flies, mosquitoes, 
and roaches. Poisoning may be caused by repeated 
skin contact, breathing of fumes, or accidental swal- 
lowing. 

The onset of symptoms is influenced by the means 
of absorption. Acute signs usually appear within 45 
minutes after swallowing the poison, and death 
may occur within 24 hours. 

Treatment consists of removal of the poison from 
the stomach or skin, followed by a salty purge and 
administration of sedatives. In case of skin contact, 
the contaminated area should be washed immediately 
with soap and water. Fatty substances such as milk 
or oil purgatives speed absorption of the poison and 
should be avoided. 


BOOKLET ON INDIGENT CARE 

Current information on 18 representative state and 
local indigent care plans is included in a booklet re- 
cently published by the A.M.A.’s Council on Medical 
Service. The material included was gathered from a 
study which has been continuing since 1952. Copies 
may be secured on request. 

State plans outlined are those of Rhode Island, 
New York, Pennsylvania, Maryland, Illinois, Wash- 
ington, and North Carolina. The plan used in 
Topeka is described in the section devoted to local 
programs. 


Most types of cancer show a greater incidence 
among men than women, which may result from a 
different degree of exposure to environmental fac- 
tors, according to data from metropolitan areas 
studied by the National Cancer Institute. The dif- 
ference in incidence rates increases with age, espe- 
cially for respiratory cancer, leukemia, and cancer of 
the buccal cavity. 

Only cancer of the breast, reproductive organs, 
and certain endocrine glands was found to occur 
more frequently among women. 

The report notes a positive correlation between 
cancer incidence and chronological age—the older 
the person the greater the likelihood of cancer. Half 
the people with diagnosed cancer, both men and 
women, were between 50 and 70 years of age. 

Men appear more susceptible to cancer in the first 
two and the last two or three decades of the usual 
lifetime, whereas women have a higher rate. during 
the childbearing years. In fact, at about age 35, 
relatively twice as many women as men are found 
to have a malignant tumor. After the childbearing 
period, however, the male rate catches up with and 


exceeds the female rate. 
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PFIZER L, TORIES 


UNIVERSITY OF KANSAS 
SCHOOL OF MEDICINE 


Postgraduate Medical Courses 


Radiology 


AND 


Radioactive Isotopes 
February 13, 14, 15 & 16, 1956 


Guest Instructors: 


MARSHALL BRUCER, M.D., Oak Ridge 
Institute of Nuclear Physics, Tenn. 

HOWARD P. DOUB, M.D., Henry Ford 
Hospital, Detroit, Mich. 

BENJAMIN FELSON, M.D., University 
of Cincinnati, O. 

JOHN B. HAZARD, M.D., Cleveland, O. 

PAUL C. HODGES, M.D., University of 
Chicago, ill. 

HOWARD B. HUNT, M.D., University of 
Nebraska, Omaha. 

J. MARTIN MILLER, M.D., Henry Ford 
Hospital, Detroit, Mich. 

LESTER W. PAUL, M.D., University of 
Wisconsin, Madison. 

JOHN R. SCHENKEN, M.D., University 
of Nebraska, Omaha. 

JOSEPH B. STICKNEY, Picker X-Ray 
Corp., Cleveland, O. 


FEE—$45.00 


Tenth Annual Heart Conference 


A Symposium on Digitalis 
February 27 and 28, 1956 


Guest Instructors: 

ROBERT C. BATTERMAN, M.D., New 
York Medical College, N. Y. C. 

RICHARD J. BING, M.D., Medical Col- 
lege of Alabama, Birmingham. 

K. K. CHEN, M.D., Ph.D., Sc.D., Lilly 
Laboratories, Indianapolis, 
nd. 

BERNARD LOWN, ML.D., Peter Bent 
Brigham Hospital, Boston, Mass. 

ALDO A. LUISADA, M.D., Chicago Med- 
ical School, Ill. 

WILLIAM A. SODEMAN, M_.D., Univer- 
sity of Missouri, Columbia. 


No Registration or Enrollment Fee 


__.. For program announcement, write: 
DEPARTMENT OF POSTGRADUATE 


MEDICAL EDUCATION 


University of Kansas Medical Center 
Kansas City 12, Kansas 
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Prairie View Hospital 


Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 


mittee. 
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Stormont Medi 
State House, Library, 


Tope ka Kansas 


Sick patients 


need food for therapy 


THAT MAN MUST EAT to remain 
well is a concept as old as medicine. 
But only recently has it been estab- 
lished (1) that nutritional needs are 
increased in illness; (2) that food suffi- 
cient to meet these needs is well uti- 
lized, and (3) that therapeutic 
nutrition prevents any of ‘he deb li- 
tating effects of disease and injury. 


Unfortunately, because of the ano- 
rexia accompanying illness, effective 
nutritional therapy requires added 
care on the part of the physician. 
Food comes from familiar kitchens 
and lacks the impressive aura of more 
dramatic therapeutic agents. Thus it 
is often difficult to convince the 
patient that food, too, is therapeutic 
—that although drugs may arrest 
disease only food can repair the 
ravages of disease. 


Whatever the nutritional problem— 
whether caused by anorexia, mechan- 
ical difficulty in eating or limitation of 
gastric capacity or tolerance—only 
an assured food intake will solve it. 
The use of Sustagen, a food formu- 
lated for therapeutic nourishment, 
will overcome many Gifficulties in the 
therapeutic feeding of sick patients. 
A foundation for therapy thus may 
be established. 


The development o! Sustagen ex- 
emplifies the contiruous effort of 
Mead Johnson & Company to provide 
the medical profession with products 
basic to the management of illness 
and the restoration of health. 


Sustagen 


Therapeutic Food for 
Complete Nourishment 


Sustagen® is the only single food which 
contains all known nutritional essentials: 
protein, carbohydrate, fat, vitamins and 
minerals. It may be given by mouth or tui-s 
as the only source of food or to fortify the 


diet in brief or prolonged illness. 


repairs tissue 
restores appetite 
overcomes asthenia 


in 

cirrhosis 
peptic ulcer 
geriatrics 

infec icns 
trauma 
chronic disease 


Sustagen 


SYMBOL OF SERVICE IN MEDICINE 


| MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A. 


| 


